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DEMENTIA PRAECOX.* 


SoME PRELIMINARY OBSERVATIONS ON BRAINS FROM CAREFULLY 
SELECTED CASES, AND A CONSIDERATION OF 
CERTAIN SOURCES OF ERROR. 


By CHARLES B. DUNLAP, M.D., 


Chief Associate in Neuropathology, Psychiatric Institute, Ward's Island, 
New York. 

Too many changes have been described in brains of dementia 
przcox even to be enumerated in this report. I can only take up 
some of the changes that seem to me the most fundamental. 

Gross features: These can be passed over quickly for agreement 
is pretty general that there are no gross characters of special 
pathological significance in dementia preecox. The brains, as a rule, 
are of good size with rather unimportant changes in the pia mater. 
Atrophy is absent at the age we are studying (up to 40 years) 
though at more advanced ages it may sometimes be present. Its 
presence in the later decades may depend on other factors than 
dementia przcox ; therefore, we have excluded older cases. 

Southard’s claims that there are spots of greater resistance to 
touch in the cerebral hemispheres of dementia precox, and beneath 
these spots an increase of neuroglia, have never been verified as 
far as we know. As to unusual forms or unusual arrangement of 
convolutions, also insisted on by him, we have never seen convo- 
lutions alike even in the two hemispheres of the same brain, and 
the brains of dementia precox have not seemed to us to be more 
variable in convolutional pattern than other brains. The blood 
vessels are often quite small but they look thin and not otherwise 
abnormal. 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
Association, Detroit, Mich., June 19, 20, 21, 22, 1923. Illustrated, Plate 
XIV-XXI. 
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Thus we may sum up the gross appearances of the brain in de- 
mentia precox as essentially negative and of little positive help in 
deciding whether an organic brain disease is present. The gross 
condition, however, is of some negative value, for if in dementia 
precox nerve cells have dropped out in appreciable numbers, as 
claimed by Alzheimer, Nissl, Mott, Vogt, and others, it would 
seem inevitable that a certain amount of atrophy of gray paren- 
chymatous and white parenchymatous matter must follow; for 
every nerve cell has its processes which die when the cell itself 
dies and this loss of cells would cause reduction in volume of 
the brain as a whole. 

Neuroglia tissue might, of course, increase and fill in any vacant 
spaces where nerve cells had disappeared, thus masking atrophy, 
but it has not been our fortune, so far, to find neuroglia increase 
in the cases of dementia przcox that we have been studying; nor 
has the gray matter in our cases been tough as it usually is when 
neuroglia tissue has replaced nerve cells. In general the gray 
matter is just the reverse, tender, easily broken, and often swollen. 
In a previous study, no changes in the proportionate size and 
weights of different parts of the brain could be demonstrated in 
dementia przecox, and the basal nuclei grossly looked normal. 

About four years ago we began collecting brains better suited, 
we believe, for an anatomical study of dementia precox than any 
heretofore used for this purpose. The conditions to be fulfilled 
were rigid and were, briefly stated, as follows: (a) The clinical 
diagnosis must be free from doubt and acceptable to the most 
critical. (b) The patients must not be over 40 years of age (ex- 
clusion of senile changes). (c) They must have died of some acute 
process, sudden death from suicide or accident preferred, and not 
from any wasting disease, such as tuberculosis. (d) Autopsies 
should be done immediately after death if possible. Since we began 
collecting material for this study we have rarely received a brain 
that fully met all of these conditions, but we have selected eight 
cases out of a total of 31 received as coming somewhere near 
ideal conditions. 


CONTROLS. 


We have considered control brain material, collected from so- 
called normal persons, without psychoses, to be absolutely neces- 
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sary in this study. The controls must be of similar age to the 
dementia przcoxes, must be collected under similar conditions, 
fixed, embedded and stained by the same methods. It has been 
harder to find suitable control cases than to find suitable cases of 
dementia precox. No one knows the limitations of what js normal 
in the brain anyway; what is considered within normal limits in 
the sixties might be pathological in the twenties. It is reported that 
Nissl, who all his life was searching for a normal brain, died with- 
out finding one that was wholly satisfactory to him. The supposedly 
normal brains that I have studied in a series of years, seldom looked 
alike under the microscope, but varied greatly in appearance, in 
stainability and in the condition of the nerve cells. The controls we 
have collected for this study are no exception to this rule of 
variability. 

The control material, such as it is, was collected as follows: 
Dr. Stevenson, assistant in pathology at the Psychiatric Institute, 
in the fall of 1921, was present for about two months at autopsies 
on medico-legal cases done at Bellevue Hospital by Dr. Charles 
Norris, the medical examiner. Dr. Stevenson thus obtained parts 
of brains from the following cases: (1) A girl (Ms.), of 17, killed 
in a street car accident, with fracture of the skull. I did not like 
to use this case because of possible mechanical injury to the brain 
substance including the nerve cells. (2) A bootlegger ( Vi.) of 30, 
who was shot through the lungs and died shortly afterwards. This 
seemed admissible material. (3) A man (Co.) of 23, who ate pie, 
which contained arsenic, at a restaurant in the morning and died at 
night on the same day of arsenic poisoning. (4) A man (Md.) 
of 45 who ate pie in the same restaurant at the same time and died 
at night on the same day of arsenic poisoning. (5) A nurse (Sh.), 
aged 22, who died after about five days’ illness, of acute peritonitis, 
at Utica State Hospital. 

This makes five controls, or, if we exclude the girl of the street 
car accident, four controls. Now pieces of brain from these 
controls, fixed alike in 10 per cent formaline, carried, not separately 
but all together, through the same reagents, the same embedding 
process, stained with the same stain, by the same technicians, looked 
very different from one another under the microscope. Pieces 
from our eight cases of dementia przcox were likewise carried 
through the same reagents together with the controls, so that treat- 
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ment and staining of all tissues were as nearly identical as we knew 
how to make them. While it has not been possible to determine the 
mental state of these five control cases, we have no reason to be- 
lieve, from the meager evidence at hand, that any of them were 
abnormal. 


NERVE CELLS IN THESE CONTROL CASES. 


One might have expected the bootlegger, who was shot through 
the lungs and died quickly, to show the best preservation of nerve 
cells; on the contrary his nerve cells were dark, shrunken, with 
poorly defined, misshapen nuciei ; in short, these cells closely resem- 
bled what is often described as among the chronic organic changes 
in dementia precox, and this same change was actually present in 
some of our dementia precoxes. The nerve cells in the two con- 
trol cases of arsenic poisoning looked somewhat similar to those 
of the bootlegger. 

The nurse of 22, who died in about five days from acute peri- 
tonitis, showed the best looking and plumpest nerve cells of any 
of the controls ; the nerve cells did not stain too dark or too light, 
the nuclei were clear and well defined. Unfortunately for dementia 
precox pathology two of our eight selected cases of dementia 
precox also presented nerve cells of about the same plumpness, 
about the same stainability, about the same clearness of the nuclei 
as those of the nurse. In fact, with labels covered up, I erroneously 
picked out one of these well-preserved dementia przcoxes as a 
normal case and, accepting for the moment the hypothesis that 
shrinkage and dark stainability of nerve cells were characteristics 
to be found especially in dementia preecox—I picked out the boot- 
legger as a probable case of this disorder. 

Such experiences lead to the following statements that I think 
few will deny : 7. e., nobody knows what changes may occur in nerve 
cells of normal persons as a result of processes going on in the body 
just before or just after death—processes in no way connected with 
any psychosis. We must assume that these unknown factors or 
processes, operating at or near the time of death, so alter the labile 
constituents of the nerve cells that staining reactions after death 
are but poor indexes of the actual condition of such cells during 
the life of the patient, before the occurrence of the final acute insult, 
to the integrity of the cells. 
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It is useless to speculate as to whether it is different combina- 
tions of the immediate cause of death with autolytic processes, or 
with fixing reagents, or with embedding processes, which make 
“normal” cases so different from each other in their nerve cell 
reactions to stains; even a poor staining solution will so change 
nerve cells as to make them look quite different from the same cells 
stained with a good staining solution. It has accordingly seemed 
right to us to give little weight to staining reactions in nerve cells 
of dementia przcox unless such reactions are either somewhat 
constant or unless they differ in some important way from what 
may be found in “ normal” cases, and our experience with nerve 
cell changes, as shown by stains in these 8 cases of dementia pre- 
cox, is that no changes have been found in cells of this group that 
were not duplicated exactly or in essentials by the control group. 


Evidence of the truth of this statement is given in the illustrations. 
See Plates XIV-XX. 


DarK STAINING “ ScLERoTIC”” NERVE CELLS. 


Many authors have reported dark staining, shrunken nerve 
cells, with dark indistinct nuclei, as among the organic changes in 
dementia precox. We have therefore paid considerable attention 
to this change. The authors regard these “sclerotic” cells as 
chronic, non-recoverable changes, but they are found in both of 
our groups of cases, normal and dementia precox alike, though 
not in every case of either group. Their significance for dementia 
precox would therefore seem slight. Besides, if the dark, shrunken 
“ sclerotic ” nerve cells represent chronic and not recoverable states, 
that is, if they are persistent things that belong with the psychosis 
and are essential to it, it seems to me that they should logically 
produce a mental defect as profound, if not more profound, than 
that in any of our so-called organic brain diseases, for scarcely 
a nerve cell is left intact in the cortex of some of the cases of 
dementia preecox which show this so-called sclerotic change and the 
mental disorder, it seems, should be correspondingly profound if 
dependent on this change in the nerve cells. The other alternative 
is that while this change is admittedly often present in dementia 
przcox, it is a non-essential thing, due to some cause independent 
of the psychosis. The fact, as stated, that we may find this same 
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change not rarely in controls which have as far as known, no 
psychosis renders it highly probable that the change has nothing to 
do with the psychosis itself, and that is our present belief. 

Sclerotic and chronically altered nerve cells without doubt are 
realities, realities that have been much abused in the pathology 
of dementia przcox ; what we see in these two groups of relatively 
young people; i. e., the dementia przcoxes and controls, we think 
is not true sclerosis of nerve cells. While the cause of this change 
is suspected by us to be defective fixation, plus other unknown 
things, our conclusion at present is that the change is not chronic, 
and has nothing whatever to do with dementia przcox as such. 
Dr. Cheney, in a paper given in 1919, found these dark staining 
cells also in manic-depressive cases, and found no characteristic 
nerve-cell changes in dementia przcox. If such so-called sclerotic 
and chronic changes are unessential much of the reported cellular 
pathology of dementia przecox at once falls to the ground ; and our 
preliminary studies at this stage suggest that they are unessential. 
See Plates XVII, XVIII and XIX. 


OTHER CHANGES IN NERVE CELLS IN DEMENTIA PR#ECOX. 


There is another nerve cell lesion, described especially by Mott 
as occurring in dementia precox, that we believe to be an artefact. 
The nerve cells look somewhat as if they had been torn to pieces, 
the cell protoplasm being separated and scattered at a distance from 
the nucleus as if forcibly drawn away from it. This condition we 
have recognized for years as occasionally occurring in a great 
variety of human brains as well as in the brains of animals, espe- 
cially if fixed in alcohol. It is well shown in some of the controls 
in our present series of cases. What we regard as this same 
condition was described by Mott in dementia przcox ; he finds some 
cells with cytoplasm completely destroyed, others with swollen 
nucleus, and nucleolus stained a deep purple. We have made 
photographs from a slide from the frontal lobe of a case of demen- 
tia preecox, kindly furnished us by Dr. Mott, which shows the con- 
dition he refers to, and we have used these photographs from Dr. 
Mott’s case in comparison with photographs made from our own 
control cases. The latter photographs we regard as showing 


= 
— 


1924 | CHARLES B. DUNLAP 409 


changes that are at least similar to those described and illustrated * 
by Mott if not identical with them. Such changes if duplicated in 
control cases can have little significance for dementia przcox. 

If this lesion described by Mott were essential and really be- 
longed to dementia przcox, there should be such wide-spread de- 
struction of brain tissue in this disease as general paralysis can 
hardly equal; for we cannot believe that complete destruction of 
nerve cell protoplasm is compatible with the life of the cell. 

To make a consistent picture (and true pathology is usually con- 
sistent) we should then expect, if Mott’s view is correct, atrophy of 
the brain as a whole, neuroglia replacement in the area of destroyed 
nerve cells and extensive scavenger cell production to carry away 
the so-called “ destroyed cytoplasm.” and we find none of these 
reactions in our cases of dementia precox or in Mott’s case either. 
In other words we find nothing in the nervous tissue that, from our 
standpoint, is consistent with Mott’s interpretation of destroyed 
cytoplasm. See Plate XX. 


ACIDOPHILE NUCLEOLI. 


Another lesion, claimed by Mott, that we have been unable to 
verify is acidophile staining of the nucleoli of nerve cells in demen- 
tia precox. He regards this peculiar staining as possibly due to 
“deficiency in organic phosphorus,” and connects this deficiency 
change in the nerve cells with more generalized nuclear degenera- 
tions or deficiencies, such as those that he finds in the gonads. As 
stated, we do not find acidophile staining in any of our cases of 
dementia przcox, but it is only fair to say that our staining meth- 
ods are somewhat different from those of Mott. We have, however, 
sometimes seen old brain material, long kept in fixative, that stained 
thus. 


Liporp CONTENT IN NERVE CELLS IN DEMENTIA PR&ECOX. 


Dr. Cotton has especially directed attention to excessive amounts 
of lipoid found by him in the nerve cells in this disease. We 
took our control cases as a sort of fair standard for lipoid content 


*See Mott, F. W.: Studies in the Pathology of Dementia Precox. Arch. 
Neurol. & Psych., Vol. VIII, 4; Plate III. This is a drawing, not a photo- 


graph. 
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in the nerve cells, and while the controls differed considerably 
among themselves, we found that four of the dementia pracoxes 
had about the same amount of lipoid as the controls, while four 


others had somewhat more than the controls. 


TABLE I. 


DEMENTIA PR#ECOX. 
(Duration 15 mos. to 23 yrs.) 


Cases Age | Duration | Lipoid Death Autop. 
| 
No. 1. Sch. 30 2 yrs. | + or less | Broncho Unknown. 
| pneum. 
No: 2. Jo..... 44 | 23 yrs. | ++ | Hemorrh-| 19 hrs. 
from ulcer. 
No. 3. Ba.. 20 | I9 mos. | ++ Ac. ceede- | 14% hrs. 
| ma lungs. 
No. 4. Fa.. 39 | 15 mos. | ++ Decapi- 24 hrs. 
tation. 
No. 5. Pe.. 32 8+ yrs. | ++ Intes. | 2% hrs. 
obstruc. 
No.6. Ba.....| 32 | 28 yrs. + or more} Pyloric 4% hrs. 
obstruc. 
No. 7. Ha....| 31 | Il yrs. - Broncho. | 10% hrs. 
pneum., | 
No. 8. No.....| 28 3 yrs. +orless | Acute 7 hrs. 
bonchit. 
CONTROLS. 
No. 1. Ms.... 17 Accident + or less Street car | Next day? 
accident 
oe 30 | Shot + or less Shot Next day? 
No. 3. Co. 23 | Arsenic + Arsenic Next A.M. 
13 hrs.? pois. 
No. 4. Md. 45 | Arsenic |} ++ Arsenic Next A.M. 
Q hrs.? | pois. 
No. 5. Sh.....| 22 | 5 days + Acute Unknown. 
peritonitis 


Note: + means a moderate amount of lipoid. 
++ means a considerable amount of lipoid. 


So according to our observations lipoid may or may not be 
increased in dementia preecox. When it exceeds our supposedly 
normal cases the nerve cells simply contain more of the same 
thing—not as much as double the amount—simply more. We can- 
not, however, assert that lipoid which exceeds the amount found 
in our controls is present in pathological quantity ; the nerve cells 
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merely looked fuller of lipoid than those of the controls but were 
not otherwise degenerated as far as we could see. Our cases do 
not begin to measure up, in amount of lipoid, to the illustrations in 
Cotton’s article nor have we noticed degenerations in the axis 
cylinder such as he shows although we have looked for them. It 
is hard to say whether the varying amounts of lipoid present in 
any of our cases of dementia przcox are of any importance. We 
think they are not. 

In order to have our lipoid stains from the two groups of mate- 
rial strictly comparable, all of the sections were cut under similar 
conditions, on the same day; a large amount of thoroughly satu- 
rated stain was prepared beforehand, and the same technician did 
all of the staining giving, as far as possible, every section identical 
treatment. 


NEUROGLIA INCREASE IN DEMENTIA PR2COX. 


I am not going to attempt to explain why other observers have 
thought they found increase of neuroglia in dementia przecox. I do 
not know their methods in determining such reported increase or 
the kind of clinical cases they used, but in our dementia precoxes 
we have not found any increase in neuroglia nuclei or fibres, either 
in photographs or with the microscope. They compare very favor- 
ably with the controls in this respect. 


Loss or NERVE CELLS IN DEMENTIA PR#cOx. 


Alzheimer’s reports of loss of nerve cells in the outer layers of 
the cortex in the frontal lobes in dementia preecox have worried me 
considerably, for Alzheimer did not make careless statements, and 
his observations were always important. 

If Alzheimer worked impressionistically he could easily have 
believed that there was a loss of nerve cells in the outer layers 
of the frontal lobes in dementia preecox for one may get a strong 
impression that such a loss exists when examining the shrunken 
dark staining cortex of some, not all, of our cases. Some of the 
smaller nerve cells in such cases may be so shrunken and so small 
that they could be overlooked as nerve cells, or taken for neuroglia 
cells on cursory examination ; the larger cells appear to stand out 
clearly with wide spaces separating them in such cases and the 
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general impression of cell loss is strong until corrected by close 
analysis with higher magnification. We believe the question of 
whether there is or is not actual nerve cell loss in the cortex of 
dementia przcox is one of the most fundamental of all questions 
in deciding whether or not this is an organic disease of the brain. 

So far we have studied mainly the frontal lobes where the 
various authors agree that such nerve cell loss is mainly to be 
found, more especially in the outer layers of the cortex. There 
are several ways to study the number of nerve cells; one way is 
actually to count them; another way is to photograph in identical 
magnification, strips of gray matter from the cortex of different 
cases and then to compare the photographs. Another way is to 
describe what one sees with the microscope from case to case and 
then to compare the descriptions. The latter method will do for 
individual cells but for the cortex as a whole it is likely to be very 
impressionistic—I suspect it is the method most often used by 
others. 

We have used chiefly cell counting and photography in order 
to reduce impressionism and preconceptions to the minimum. I 
will not go into the details of cell counting further than to say 
that we found it impossible to decide on the boundaries of the 
different nerve-cell layers, and have therefore counted by going 
down into the gray matter a measured distance, and have then 
counted horizontal rows of microscopic fields, always keeping at 
the same depth. Counts have been made by four different persons, 
all using the same size of microscopic field so that all fields counted 
are comparable, and averages have been made from the counts. 
Another difficulty was in getting exactly comparable areas from 
each brain. Vogt claims that there are at least 200 different fields 
in the brain mantle and that these fields are all different in struc- 
ture, bounded by sharp lines and that they vary from brain to 
brain. Whether these statements and observations of Vogt prove 
to be of practical value or not, we can hardly hope to have taken 
sections from exactly the same fields in every case. 

We are dealing therefore with various sources of error, in both 
groups of cases, that must be acknowledged. Another source of 
error is the difficulty of distinguishing between very small nerve 
cells and neuroglia cells; but with all the sources of error clearly 
recognized we believe this method of counting gives us fairly trust- 
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TABLE II. 


SHOWING FOR COMPARISON THE AVERAGE NUMBER OF CELLS PER FIELD IN THE 
OuTeR Nerve Cet, LAYERS IN THE First FRONTAL CONVOLUTIONS 
oF Five Controt CAsEs AND E1GHT CASEs OF DEMENTIA PRA&COX, AS 
CouNTED INDEPENDENTLY BY THREE Persons. It 1s NOTEWORTHY THAT 
IN SPITE OF A CONSIDERABLE VARIATION IN THE CELL COUNTS IN THE 
INDIVIDUAL CASES, THE GENERAL AVERAGES OBTAINED BY THE THREE 
PERSONS ARE VERY CLOSE. 


Contras: Layer I x 


couned by: 
B C B C G 


Ms 1353 | 382 | 373 172 172 1207 140 


Vi 55.2 375 344 206 203 208 1210 
Co 300 SIE 508 208 1/70 |208 201 
Ma \355 | 338 VE F204 [240 /§0 1762 119-4 


1925 4404 206 $207 | 483 
Se #1388 1358 248 2l2 1/76 204 |204 |7 


Ave: | 36.18 13588 20 15] /7-77 120.53) 18.65) /78/ 1/735 


DP: Layer I 
couned by. 


Jo |272 | 270 |334 
Bat 1365 | 337 “6 204 
Pe 366 | 557) 558 22.3 241 200 1/76 
Ha 32! 283 | 318 36 


Ave: 3422 | S565} 3205 12.67 \/287 \/860 


Sch | 280 1347 12972 | 42 
181 
2 


— 
| 
| 
SS 


414 DEMENTIA PRACOX [ Jan. 


worthy data—at least better data than have been presented by any 
one else as far as we know.” 

These nerve-cell counts, when averaged for the eight cases of 
dementia przcox, have shown 34 cells per microscopic field in 
the first row counted; 20 cells per field in the second row; 19 
cells per field in the third row. See Pl. XXI for the approximate 
position of these rows. The control cases show almost identical 
averages for these three rows. In other words at this stage of 
the study, our nerve-cell counts in the outer layers of the gray 
matter of the frontal lobes have shown that there is no appreciable 
loss of nerve cells in this region in dementia praeecox. We have 
thus failed, so far, to verify the claims of those who report a loss 
of nerve cells in the cortex of dementia preecox, and have failed to 
find, in any element of the nervous tissues whether nerve cells, 
neuroglia or blood vessels, any consistent organic or structural 
change as a basis for dementia precox. 


GENERAL DISCUSSION. 


To establish a true organic basis for dementia przecox we believe 
requires the demonstration not so much of nerve-cell changes, 
our knowledge of which is painfully inadequate, as the demon- 
stration of consistent changes in the brain as a tissue. There are 
certain general laws that govern reactions in the brain, and the 
brain tissues seem to me in specific instances to follow such laws 
rather closely. In “organic” reactions like those of general 
paralysis, senile and arteriosclerotic dementia, we do not find one 


*In cell counting it is always necessary to be sure that there is neither 
reduction in thickness of the gray matter nor any general reduction in size 
of the convolutions ; for reduction in either case would mean a reduction in 
the total mass of gray matter which would render counts of nerve cells of 
little value, even with corrections based on loss of volume. 

In our cases of dementia precox we have found no lessening in thickness 
of the cortical gray matter. No reduction in the surface spread of gray 
matter, a very difficult thing to determine—has been indicated by the facts 
before us; namely, full-sized brains without recognizable general or local 
atrophy of convolutions, and without unusual fissuration or unusual size 
of the ventricles. 

It is equally important, in counting nerve cells, that all microscopical 
sections be of uniform thickness. Ours are cut at six micra, and their uni- 
formity is faultless as far as we can tell. Only the grossest, most inexcus- 
able blunders of technique produce sections of the one-thick-one-thin variety. 
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element alone diseased and the rest healthy. Where one element is 
diseased the other elements react also, and there is a general tissue 
alteration in which not only nerve cells but also neuroglia and 
blood vessels take part. We might reasonably expect, if this chronic 
condition called dementia precox were an organic brain disease, 
to find likewise some sort of consistent tissue reaction and not a 
nerve cell change exclusively ; for little light is shed on a subject 
of this kind by various isolated findings in nerve cells, such as are 
shown, for instance, by Nissl, especially if such cell changes are not 
regularly found. I make a plea for reasonable consistency in find- 
ings especially if far-reaching conclusions are to be based on them, 
and if we are to list dementia precox among the organic brain 
diseases we must find, at least in a fair percentage of the cases, 
some kind of pathology that will hang together. 

General paralysis is a disease with a definite and constant patho- 
logical change in the brain tissues, both inflammatory and destruc- 
tive in character, but its mental symptomatology, notwithstanding 
the uniformity of the tissue changes, may vary as much as that of 
any other group of mental diseases including dementia precox. It 
is not a primary disease of the brain but is secondary to outside 
invasion by the spirochzte pallida. In pellagra which often runs 
its course without apparent involvement of the nervous system, 
we at times find certain well-marked nerve-cell changes (axonal 
alteration) if the patient happens to die at the right stage, but no 
one, I suppose, considers the disease pellagra to be primarily a 
brain disease. As I understand it the defective nutritional or de- 
fective metabolic condition in this disorder produces its effect 
on certain of the nerve cells in the brain and brings them to degen- 
eration. Alcoholism is another condition which may, or may not, 
be accompanied by a psychosis and by parenchymatous degenera- 
tions in the brain and nervous system. 

It would seem, judging from our findings, that dementia precox 
is even less a structural brain disease than pellagra or alcoholism. 
In both of the latter conditions changes, if present in the brain, are 
not primary but are secondary, not so much to varying somatic 
conditions as to fairly specific somatic conditions ; but our study of 
dementia przcox, as far as it has gone, strongly indicates that it is 
a condition completely lacking in any fundamental or constant 
alteration of nerve cells, though dementia przcox shows at times 
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within the brain the presence of nerve-cell changes secondary to 
those varying somatic states of which we now have little knowl- 
edge, but which we find operating in so-called normal control cases. 

To put the preceding statement in a somewhat different way: 
I would not be understood to intimate that changes in the nerve 
cells in cases of dementia precox mean that we are dealing here 
with a true disease of the brain. I would not intimate that the nerve- 
cell changes we have observed in dementia przecox are dependent 
on some definite or specific state of the body, or body organs, 
peculiar to this disorder. Our evidence does not reach thus far. 
We might better call any nerve-cell alterations that may be seen in 
dementia pracox, a reaction of the nerve cells to various, mostly 
unknown, somatic conditions (plus postmortem and _ technical 
factors) such as operate in the controls. 

Since these nerve-cell reactions in dementia preecox seem in no 
way specific and are not constant or uniform from case to case; 
since they do not differ materially in degree or in kind from the 
changes seen in the cells of control cases, we feel justified, at 
present, in believing that the changes are dependent on the same 
general causes that operate in the controls and are not dependent 
on any special conditions existent in dementia precox. In other 
words, the cell changes we have found do not seem to be related, 
either as cause or effect, to the disorder called dementia przcox. 

It may well be that, in this medley called dementia przcox, cer- 
tain cases may be included that are true examples of organic brain 
disease—it would be strange if there were not a few such cases— 
but, subject to later revision, if necessary (for this study is prelimi- 
nary and by no means closed), we may say that our study so far of 
dementia przcox, in well-selected cases has not shown even a 
suspicion of a consistent organic brain disease as a basis for the 
psychosis. It is left to the clinicians to say whether these negative 
findings agree with their experience of the course of the disease. 

To me the idea that whatever changes are found in the brains 
of dementia przcox are not constant, are secondary and thus not 
essentially different in meaning from the nerve-cell changes found 
in non-psychotic persons, like our controls, or in patients with 
ordinary somatic diseases, is not an unwelcome idea. 

Such a conception seems to sum up what we have so far found 
in dementia przcox about as well as we can formulate it. 
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It is a pleasure to acknowledge the valuable help rendered in 
this study by Dr. Bertram D. Lewin, assistant in neuropathology at 
the Psychiatric Institute. We also wish to take this opportunity to 
thank the superintendents and staffs of the various New York State 
hospitals for their co-operation in collecting for us suitable autopsy 
material and to thank Dr. Charles Norris, medical examiner, for 
supplying control material from non-psychotic cases. 


DISCUSSION. 


Dr. SAMUEL T. Orton.—I have been very interested in what Dr. Dunlap 
has had to say with regard to dementia precox chiefly because I have 
myself been actively at work in that exact phase of the problem. 

Dr. Dunlap has emphasized one thing that must be carried in mind 
in all our studies of dementia precox and that is the extreme care in 
selection of material for analysis. In fifteen years of experience in 
autopsy work with mental cases I have found only one case that met my 
requirements for a thorough study. Dr. Dunlap’s study is very much larger 
and his selection shows that he has used much the same criteria as to which 
cases are available for careful analysis. 

Dementia precox rarely kills the patient but death results in by far 
the great majority of cases from some intercurrent disease and usually 
after years of physiological changes and often even advanced senile altera- 
tions have obscured the picture. Apparently the great majority of terminal 
diseases give histological alterations which are more apparent than those 
which result from dementia precox and we are in danger of observing 
and recording changes which result not from the psychosis but from the 
physical disease. With this in mind I have been submitting brains from 
cases dying in general hospitals without psychosis to the same special 
examinations which I use in psychotic cases. The neuropathologist must 
make this control for himself as it is rare that the brain and cord receive 
more than the most cursory routine examination in the general pathological 
laboratories. 

Dr. Dunlap concluded with a statement to which I take grave exception. 
That is that so far no evidence is available to indicate that dementia preecox 
is an organic disease. I think we must differentiate sharply between 
diseases that are organic in nature and the smaller group which leave 
behind them observable structural changes in the nerve cells. Many organic 
processes, as for example many acute poisonings such as oxalic acid poison- 
ing, result in no structural alterations of the nerve cells demonstrable by 
our present methods. When we consider the very complex chemical com- 
position of nerve cells and the entire possibility of submicroscopic structural 
changes I think that we must differentiate between structural changes of 
sufficiently coarse type to be demonstrable under the microscope and the 
much wider range of organic processes. 
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I think it can be fairly said that no one has as yet undertaken the problem 
of cell losses in the dementias in sufficient detail. This is largely due, not 
to lack of method but to the enormous size of the problem itself. As an 
approach to the field I started some years ago the study of normal and 
imbecile cortices and in that work I very early came to the conclusion that 
cell counts alone were probably of very little value as an index of cortical 
integrity. One incident which influenced me in this, more or less parallels 
Dr. Dunlap’s experience in attempting to differentiate the material from 
his bootlegger from that from one of his dementia przecox cases. This 
occurred in the laboratory of Dr. Southard in Boston. In his collection 
there were two brains of about equal size—one that of a former professor 
of bacteriology in Harvard and the other that of a feeble-minded epileptic. 
These two brains were shown to Dr. Southard with their labels hidden 
and he was asked to indicate the better looking brain from the standpoint 
of size and general gross development. Southard was probably at that 
time as competent to make this comparison as any man in America but 
after careful consideration he picked the brain of the feeble-minded girl. 
Such a large brain may well contain a low count of nerve cells in pro- 
portion to the supporting material and this point might be controlled by 
simple cell counts but in other instances counts alone would be misleading. 
I studied under Dr. Southard’s direction at Danvers, the brain of an hydro- 
cephalic imbecile in which the number of brain cells per unit volume was 
far above normal due to the lack of development or loss of supportive 
tissues and quite possibly also of intercellular connections. Donaldson has 
pointed out that in albino rats the brain volume is not only actually less 
than that of the gray rat but is also less in proportion to body weight. He 
has however been able to correlate this small brain size with a smaller 
size of the individual components so that we must consider the possibility 
of a small brain made up of the same number or even a greater number 
of small cells with as good or even better function than a larger brain. 
I know a former associate professor of psychology in an eastern university 
who had not only demonstrated his intellectual capacity but who during 
the war enlisted in the army and came back with a striking collection of 
citations and decorations and yet whose head measurements fall within the 
range of those usually accepted as microcephalic. 

These considerations have led me to place little faith in the question of 
cell counts. In a preliminary review of this question I came to the con- 
clusion that a review of cortex integrity must depend not on counts of 
cells or measurements of the cortex but on the coefficient of correlation 
between cell size, cell number and cortex depth. 

Dr. Dunlap’s report with its lack of structural findings may give encour- 
agement to those who look upon dementia przcox as a purely functional 
disease. However, with our present very meager knowledge of the struc- 
ture as well as the organic needs of the nerve cells and our fragmentary 
information concerning cortical architecture I feel that there is abundant 
opportunity for investigation of this process along organic lines. 
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“Normal” control, nurse of 22, higher magnification of part of Fig. 1 in 
Plate XIV. 

The nerve cells are fairly plump, stain well, show plain nuclei, and the neuroglia 
cells are in about the usual proportion to nerve cells. The largest nerve cell here 
seen is to be disregarded in comparing the two figures, as it is of a different type 
from those about it. : 
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AMERICAN JOURNAL OF PSYCHIATRY, VOL. III, No. 3. PLATE XVII. 


Fig. 1 is a “ Normal” control case (Vi). From the first frontal convolution in low 


magnification. — 2 and 3 are identical magnifications from cases of dementia prxcox 
: (Fa and Ba). All three show the dark shrunken type of nerve cells, better seen in 
i higher magnification; see Plates XVIII and XIX. 
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AMERICAN JOURNAL OF PSYCHIATRY, VOL. III, No. 3. PLATE XxX. 


All of these figures are in identical magnification. 

‘ig. 1 is a photograph from the frontal cortex of a case of dementia precox made 
from a slide received from Dr. F. S. Mott. It shows what are regarded as the changes 
described and figured by Dr. Mott in the Archives of Neurology and Psychiatry, vol. 8, 
4. Plate III 

Figs. 2 and 3 are photographs from two of our control cases (Vi and Ms) which 
show changes in the nerve cells regarded as resembling those seen in Mott's case 
about as closely as two cases usually resemble each other. The cytoplasm, which is in 
a rather ragged condition, is separated from the naked nucleus by a pale space of 
variable size. 
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Dr. Wo. A. Wuite.—There is one thing I would like to ask Dr. Dunlap to 
speak of in closing this discussion, it did not appear when he read his 
paper. Perhaps, they did not have any. I want to know what the value is 
of the control material. One point seems to me I might develop that may 
be of interest to the discussion. Dr. Lewis who is now at St. Elizabeth’s 
suggests another approach to the problem of dementia precox. If the 
psyche can properly be considered as the function of the individual as a 
whole, then it is not essential that a pathological explanation of the mental 
disease should be found in the cortex. It may be found somewhere élse. 
If the organs of the individual as a whole fail to function effectively 
there may be mental disease without central pathology. Dr. Lewis has 
found in his examination of precox material that there were pronounced 
defects of organs, thyroid, gonads, and adrenals, and the circulatory 
system, and these defects were all of such a character that we would not 
expect the individual to be able to function efficiently, at least under stress. 

For example, a heart two-thirds the natural size would hardly be expected 
to measure up to any severe social stress and the precox may be con- 
sidered from this point of view. Defects at the pathological level protest 
by inadequate function the demands made upon the individual. If the ill 
individual has under-developed gonads, adrenals, thyroid, etc., it is not 
essential so far as I know that there should be any changes observable in the 
cortex by our ordinary methods. The study of this material also indicates 
that the group prxcox is perhaps divided into two forms essentially different, 
the hebephrenic and catatonic in one class, the paranoid in the other. 

The paranoid groups are another type. For example, they are more 
nearly normal types of individuals. They do not show these critical defects, 
but they do show pathology. On the other hand, a large number of the 
lesions are compensatory in nature and indicate at bottom an entirely 
different type of individual organisms from the start. 


Dr. Ketty.—Dr. Dunlap says that he has not found acidophile degenera- 
tion by any of the methods he has used. As acidophile degeneration has been 
described as demonstrable only by the Alzheimer-Mann method, I would 
like to ask him if he has looked for it in the cortex in sections stained 
by the Alzheimer-Mann method. 


Dr. Duntap (in closing).—I fully agree with Dr. Orton that it is a 
most difficult thing to find anything like satisfactory cases of dementia 
precox. Changes observed in the nerve cells of the brain are probably 
often a result of intercurrent disease. I tried as far as possible to obtain 
cases in which intercurrent diseases did not exist, in order to exclude such 
complications, but was not wholly successful in this. 

I also agree with Dr. Orton that the nerve cell count alone if not con- 
trolled, and if unintelligently made, is of little value, but if properly carried 
out it is to my mind of the utmost value in checking impressionistic con- 
clusions through a method which introduces a considerable degree of 
accuracy. 
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There are several things one has to do to make such counts worth 
while. One has to measure the depth of gray matter in the cortex, and 
one has to be reasonably sure that the total mass of gray matter is not 
reduced below the normal, if cell counts are to be of value in dementia 
precox. As to size of nerve cells; they appear much alike in the controls 
and in dementia precox under the microscope and in photographs of 
identical magnification. One cannot always be certain whether he is count- 
ing nerve cells. I once asked Dr. Donaldson how, in making his counts 
of nerve cells in comparative material, he distinguished between nerve 
cells and neuroglia. From his answer, it seemed to me to be a matter of 
individual judgment. 

We were not counting the nerve cells with the purpose of showing what 
their actual numbers might be per unit of cortex, but rather to show 
whether, comparing case with case, the claims of others regarding loss of 
nerve cells in the outer layer of gray matter was justified. As far as my 
experience goes, they are not justified. This raises a large question—the 
proportionate number of nerve cells especially in the different layers of the 
cortex. There is not time to go into it here. I was interested in Dr. Orton’s 
statements concerning possible disordered communications between nerve 
cells in the dementia precox. This, however, goes outside of the field 
covered by my paper and, | think, beyond the limits of successful micro- 
scopic demonstration at the present day. 

Dr. White raised the question of the mental condition of the controls. I 
do not know accurately what their condition was. There were five control 
cases. Nothing was known to be wrong with them, but our information 
is meager. I assumed that those cases were what one calls “ normal,” but 
I cannot assert that they were actually normal. This is one of the possible 
sources of error, but the probability at least is strong that we did not have 
the misfortune to light upon five psychotic cases for our controls, judging 
from the general proportion of psychotic cases to normal cases that exists 
in an average community. 

Dr. Lewis’ work on the endocrine and circulatory organs has been very 
interesting to me. Dr. White brings that up but I have not touched the 
problem of the general status of the individual except to suggest that it 
may be responsible for various changes in the nerve cells. My problem 
so far has dealt almost exclusively with the nervous system. I can easily 
see that it is possible for somatic or endocrine disorders to cause changes 
in nerve cells. Many different things can cause changes in them. It seems 
probable to me, and I tried to bring this out in the paper, that the nerve 
cell changes we found were in part due to somatic conditions; such changes 
were accordingly present in both controls and dementia precox. As to 
the differences found by Dr. Lewis between the paranoid forms of dementia 
precox and other forms, I can only speak for the brain. We had both 
groups in our material and no group characteristics were noted. 

As regards the question of the acidophile degeneration of nuclei, we did 
not use the staining methods of Dr. Kelly. Our material was not very 
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well adapted for that. There was, however, not sufficient change in the 
structure of the nerve cell nuclei to bring out any detectable changes in 
them by any of the staining methods we used. We looked especially for 
nuclear defects. It is perhaps fair to state that if there was a progressive 
degeneration in any part of the nerve cell of sufficient importance to 
account for a chronic condition like dementia przecox which extends 
through many years—in some of our patients 17, 18, and 20 years—there 
should be some indication of that defect with the usual staining methods. 
I did not find any indication of that kind in the nuclei, but our material is 
not comparable with that of Dr. Kelly. 
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THE FUTURE OF MENTAL DISEASE FROM A 
STATISTICAL VIEWPOINT.* 


By HORATIO M. POLLOCK, Pu. D., 
Statistician, New York State Hospital Commission. 


I esteem it a great privilege to be with you this morning and 
to discuss with you the future of mental disease and of the work 
in which you are engaged. Forecasting the future has always been 
a favorite diversion. People of all ages have taken deep interest 
in what the future had in store for them. The oracles, prophets 
and magicians of ancient times who could guess successfully con- 
cerning future events did a thriving business and won great re- 
nown but if they guessed wrongly they lost their jobs and some- 
times their heads. The survivors, therefore, got into the habit 
of giving their prophecies in mysterious and ambiguous language 
so that they were able to justify themselves regardless of the 
course of events. This acquired characteristic seems to have been 
inherited by their modern successors, the fortune-tellers, clair- 
voyants, meteorologists and statisticians. Notwithstanding such 
precautions none of the latter has made a complete success of the 
business of peering into the future, although all have found it 
more or less profitable. So long as human nature remains what it 
is, the fortune-teller will be in demand and the religious enthusiast 
that can foretell with absolute assurance the fate of the world will 
have many followers. The weather prophet and the statistical fore- 
caster, who have reduced their business to a science, are also in 
great demand. One well-known statistical organization is employ- 
ing more than 300 persons in its business of telling fortune-hunters 
what to expect in the stock market. Several government and state 
offices are now busily engaged in estimating future crops and 
business conditions for the benefit of the public, and only last month 
the distinguished head of the New York State Department of 
Health employed statistics to foretell the probable increase in lon- 
gevity during the next 20 years. 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
Association, Detroit, Mich., June 19, 20, 21, 22, 1923. 
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With these precedents I feel justified in taking a few minutes 
this morning to tell you what statistics have to say concerning the 
business in which you are engaged. At the outset I wish to allay 
any apprehensions you may have concerning the permanence of 
your positions. Unless the theory of probability fails and statisti- 
cal curves are meaningless, the hospitals for the treatment of mental 
disease will be among the last institutions to go out of business 
when this old world “ has run its course and the heavens are rolled 
up like a scroll,” and judging from present conditions, there will 
be vacancies on the medical staffs up to the very last. 

The institutions for mental disease in this country have expanded 
marvelously since 1880. The facts as set forth by various census 
reports are shown in the accompanying table. 


TABLE 1. 


PATIENTS WITH MENTAL DISEASE IN INSTITUTIONS, 1880-1920. 


Per 100,000 of 


Year. Number. general population. 


We do not infer from this table that the rate of incidence of 
mental disease has increased so enormously but that a constantly 
increasing proportion of mental patients is being cared for in insti- 
tutions. The proportion of the population suffering from mental 
disease also seems to have increased. There has been a grow- 
ing confidence on the part of the public in institutions for the 
treatment of mental patients and as the death rate among such 
patients is probably much less in institutions than in homes, there 
.has been a steady accumulation of patients although the rate of 
incidence of mental disease has not so markedly increased. (See 
Chart I.) 

The accompanying chart (No. 1) tells its own story. The 
experience of New York State is similar to that of the whole 
country but as state care in New York has a longer history than in 
most states the accumulation of patients is relatively greater. 
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Many influences for and against mental health are seen in our 
modern civilization. An analysis of some of these will help in 
forecasting the future. 

The most striking phenomenon in this connection may be stated 
as a paradoxical principle, namely; mental disease increases as 
physical disease decreases. The truth of this principle may be dem- 
onstrated by elaborate tables but a simple illustration will suffice. 


TRENDS IN RATES OF MENTAL PATIENTS IN INSTITUTIONS 
NU.S.46N.Y. 1890-1922, OF ALL ADMISSIONS IN N. ¥1897-1922 
ct 
j 

- 200 
150 


CHART I. 


Suppose, for example, that some physical disease became so preva- 
lent and so fatal that most people succumbed to it before reaching 
the age of 25. Mental disease would then greatly decline as com- 
paratively few persons develop mental disorders before reaching 
that age. On the other hand, suppose that infectious diseases and 
the diseases of early life were all eradicated and the average longev- 
ity reached 70 years or more, mental disease would then enor- 
mously increase as the rate of incidence of mental disease mounts 
up with advancing age. (See Chart 2.) 
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This paradoxical principle has been operating during the past 
40 years while the average length of life in the United States has 
advanced from about 41 to 56 years. We have every reason to 
believe that the principle will continue to operate as more physical 
diseases are conquered. 

A second principle steadily working to furnish more patients 
. for your institutions is this: The rate of mental disease is higher 


INCREASE OF RATE OF MENTAL DISEASE WITH ADVANCING AGE 
NEW YORK FIRST ADMISSIONS, 1920 
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in cities than in rural districts. This principle, I believe, has always 
been true in spite of the widely circulated legend to the contrary. 
There is a prevalent tradition that the rate of mental disease is 
extremely high among farmers’ wives. I have sought in vain for 
* the origin of that tradition and for its basis in fact. We now know 
that farmers’ wives are conspicuously free from mental disease, 
more so even than farmers, and farmers have much less mental 
disease than their city brothers. (See Table 2.) 
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TABLE 2. 


RATES OF MENTAL DISEASE IN URBAN RURAL DISTRICTS 
IN NEW YORK STATE, 1915 -1920 


URBAN FIRST ADMISSIONS | RURAL FIRST ADMISSIONS 

PSYCHOSES NUMBER BANC NUMBER 

PER 100,000 PER 100,000 
Senile 2,535 6.2 596 6.4 
Cerebral arterioscierosis___._ | 1,694 4.2 332 
General paralysis 35,287 9A 267 2.8 
Cerebral syphilis Q.5 2 

A \coholic 1510 9 152 

With other somatic diseases A39 | 125 | 
Manic - depressive. 3839 9.4 570 6.1 
involution melancholia 275 2.9 
Dementia praecox 7,230 19 128 1.8 
Paranoia or paranoic conditions 535 a4 1.0 
Epileptic 652 6 106 | 
Mith psychopathic personality. S558 110 
With mental deficiency. 702 202 
All other 2.696 6.6 392 | 4.2 
ZA 382 69.5 3973 42.5 


The shifting of the population of the United States from rural 
to urban that has been going on since 1880 is seen in the accompany- 
ing table. (No. 3.) 


TABLE 3. 
Per Cent DISTRIBUTION OF URBAN AND RuRAL Popu.LaTION In U. S., 

1880-1920. 

Year. Urban. Rural. 

1880 28.6 71.4 

1890 35.4 64.6 

1900 40.0 60.0 

45.8 54.2 

1920 51.4 48.6 


Our cities are still rapidly growing and our rural population is 
declining. We may therefore expect further increases from this 
cause in the rate of mental disease from the population as a whole. 
(See Table 3.) 
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. A third principle which is operating to increase mental disease 
has to do with eugenics. It may be roughly stated in these words: 
The rate of mental disease is higher among inferivr stocks than 
among superior stocks. There are many facts that might be cited 
in support of this principle, but as the census bureau takes no 
account of the quality of family stock the operation of the prin- 
ciple in the whole country cannot be demonstrated. The general 
birthrate in late years has markedly declined, and it is generally 


: believed that the decline has been greatest among superior stocks. 


If this trend continues future peoples will become more and more 
susceptible to mental disease. 

If there were no factors tending to counteract these influences 
the prospect would be dark indeed. Many forces, however, are 
working to check the flowing tide of mental disease and their 
effects are already being felt. The factor most widely discussed 
at the present time is the prohibition of the liquor traffic. Although 
the extent of the influence of alcohol as a cause of mental disease 
has at times been grossly exaggerated, the passing of the traffic 
will eliminate one of the principal groups of psychoses and will 
tend to reduce admissions in other groups. 

. The movement to check the spread of syphilis, which acquired 
considerable impetus during the war and has since been continued, 
has great significance in the field of mental health. Syphilis for 
many years has been the primary cause of the mental disorder of 
more than one-eighth of the first admissions to the institutions for 
mental disease in New York State, and of a somewhat less pro- 
portion in the country as a whole. Syphilis can and will be brought 
under control. When this is accomplished another of the large 
groups of psychoses will disappear. (See Chart 3.) 

A general factor affecting the rate of mental disease sometimes 
favorably and sometimes unfavorably is the economic condition 
of the people. Mental disease declines in times of prosperity and 
increases in times of adversity. As the tendency in this country 
is toward general stabilized prosperity with shorter working days, 
better conditions of employment and higher standards of living, the 
economic outlook for mental health is good. 
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Many other factors are operating to reduce mental disease but 
their general results are not easily measured. They include psycho- 
pathic hospitals, mental clinics, psychiatric social work, and mental 
hygiene measures of various kinds. Much of the work being done 
in this field is experimental but on the whole it is very promising. 

To forecast the future after taking into account the various 
forces working for and against mental health is a difficult matter. 


TRENDS INGENERAL PARALYSIS € ALCOHOLIC PSYCHOSES 
NEW YORK STATE. 1910-1922 
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We know what has happened in recent years and we know present 
conditions. From these we can determine trends which may be 
projected into the future. This has been done in the accompanying 
charts. These indicate a continually increasing rate of mental 
patients in institutions and a nearly stationary incidence rate of 
mental disease as shown by admissions. Alcoholic first admissions 
show a marked decline since 1910 and general paralysis first ad- 
missions a slight decline since 1918. The rates of dementia precox 
and manic-depressive psychoses are both increasing. The rate of 
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senile psychoses remains nearly stationary while that of psychoses 
with cerebral arteriosclerosis is notably increasing. The smaller 
groups of psychoses are not shown in the charts, as individually 
they have little significance in determining the general trend. (See 
Charts I, 3, 4 and 5.) 


TRENDS IN DEMENTIA PRAECOX & MANIC-DEPRESSIVE PSYCHOSES 
NEW YORK STATE, 1910-1922 
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Much has been learned concerning the causes and nature of the 
various abnormal mental conditions, but comparatively little con- 
cerning curative treatment and prevention. Our present knowledge 
of mental disease may be likened to the knowledge of infectious 
diseases of 1880. If some great research worker like Pasteur 
should come and tell us how to prevent dementia precox and manic- 
depressive psychoses, the whole aspect of the problem would be 
changed. It is not unlikely that important discoveries in this field 
will soon be made, but if they are not made, we may, in the not 
distant future, expect that mental disease will supersede physical 
disease as the paramount social problem. 
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Although the immediate outlook for mental health from the 
standpoint of society is somewhat depressing, it is not without hope. 
We can take courage from what has been accomplished in the field 
of physical disease, and we may confidently expect that by multi- 
plying means of research and by diligently disseminating the re- 
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cently acquired knowledge of mental hygiene, the burden of mental 
disease will be lessened for future generations. 


DISCUSSION. 


THE PREsSIDENT.—It seems most appropriate to the Chair to call upon 
some member of the Committee on Statistics to discuss this excellent 
report. Will Dr. Salmon please speak. 


Dr. SALMON.—It seems to me that Dr. Pollock’s paper is of the greatest 
possible interest. 

If we do not study the statistics of mental diseases for ourselves, no one 
else will study them for us. An act of Congress lays upon the Public Health 
Service, the responsibility of making periodical health reports but the term 
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“ morbidity ” has been interpreted to refer only to acute infectious diseases. 
We are driven back upon our own resources in estimating the amount of 
mental sickness that exists at present and to be expected in the future. 
Every one here knows in a general way the disproportionate increase 
in mental disease to the population, and every one working in the field to-day 
knows that it does not mean an increase in insanity. We are aware only of 
cases of mental disease under treatment and our facilities for treatment 
are continually extending. Therefore, of the great pool of mental disease 
that exists in the country, more of it comes every year into the hospitals 
where it can be measured. Sitll with this general knowledge, I think 
nearly everybody at some time has asked himself if there is not a real 
actual increase in mental disease which is not explainable by any such 
factors and, if there is an actual increase, whether or not there is coming 
a time when the point of saturation will be reached. We know epidemic 
diseases have their saturation points. There have been two epidemics of 
typhoid fever in which, as far as could be determined by careful methods, 
practically every person in the community was continuously exposed to the 
disease for a considerable period. Nevertheless only 10 per cent contracted 
the disease. We know that even in the more contagious diseases, there is 
a point of saturation beyond which there is no extension of an epidemic 
possible. There must be such a point, in the absence of any preventive 
measures, which mental diseases will reach. Have we come to it or how 
near are we to it? That knowledge we have not attained at the present time. 
No statistician can ‘yet answer these questions or even indicate the factors 
that will determine the ultimate magnitude of the problem “ mental disease.” 

A practical aspect of Dr. Pollock’s paper which is of importance to this 
Association is that these accurate studies covering a period of years were 
made possible by a system of securing statistical data identical with that 
which has been adopted by the Association as a whole. No country in the 
world is able to measure its mental disease as accurately as we can do, 
through the action of this Association in adopting a uniform series of sta- 
tistics, and the consistent support of the men working in hospitals in making 
the original data useful and accurate. In any statistical work it is impos- 
sible to go back of the original data. Original data in medicine are not 
prepared by statisticians, but by field health workers, and practicing phy- 
sicians, and in psychiatry by those in mental hospitals of the country. The 
high level of the statistical work done is due in very large part to the high 
level of scientific interest shown in the preparation of these data. The 
statistical work fostered by the Association is not without practical ends. 
It is not for the collection of “dry as dust” material to be stored and 
forgotten. It is the only method by which we can measure the magnitude 
and the other dimensions of our particular task in life. 


Dr. Deviin.—It has been a great pleasure to us all to listen to the paper 
so well arranged from the statistical point of view and in which the 
deductions have been drawn so clearly and so forcefully by the doctor whe 
presented this interesting study. It is of great value because in the work 


| 


1924] HORATIO M. POLLOCK 433 


in our hospitals our daily routine does not make it possible for us to make 
statistical investigations into this very important subject. I am sure, like 
myself, you are constantly besieged by members of the staffs of newspapers 
for some lucid information regarding the increase of mental disease. This 
will serve to meet the questions that these gentlemen ask. From Dr. 
Pollock’s statements we are to go on for all time. We are to have hospitals 
for the insane for an indefinite period, but it does not alter the fact of our 
duty in the matter; the more severe the disease we are called upon to study, 
to treat, and if possible to check, the more serious should be the combined, 
and if I might use the expression, mass effort on our part towards the 
realization of this desired result. 

Dr. Pollock has always impressed me as one of those serious, quiet 
investigators who sees scientifically with his facts, who marshals them with 
such ability and such discretion that he has become, in my estimation, one 
of the bulwarks of those engaged in psychiatric work on this continent. 


Dr. GostineE.—Mr. President, I want to bring before you for a moment 
the work we have done along these lines at our hospital in Rhode Island. 
We have brought together the figures for the past 50 years and found 7 
and 28 instead of 8 and 22, so that the correspondence is very close between 
our figures and those of Dr. Pollock. 

Dr. Pollock stated that one-eighth of the cases came in due to syphilis. 
We found Io per cent, and in a previous report 17 per cent had been reported. 
However, the type of Wassermann used was more sensitive in the first 
report. We found after treatment some of these cases first reported became 
negative so that the percentage of I0 is probably closer. Our percentage for 
alcohol was 12 to 15. Almost immediately after prohibition it dropped down 
to between 3 and 5, and is now 9g plus. 

It seems to me that age, sex, civil condition, nationality, question of urban 
and rural environment, do not have a great deal to do with mental disease. 
It seems to me that the tremendous amount of work put on these social 
factors will show finally that such factors amount to very little. It is of 
great importance to know, however, that these factors are not so significant 
for etiology as we formerly thought them. I should like to see something 
worked out in our tables about the personality and something about the 
diseases to which the individual has been subject during his life time. In 
other words, we should work out the question of specific etiology in our 
statistical tables. We know now that social conditions don’t count so much 
except where they affect physical health or produce mental conflict. 

We made a study also of the number of days spent in hospital by diseases 
for the past 50 years. We found that in the year 1921, that 237,000 days were 
spent by dementia precox in our hospital. This cost the state of Rhode 
Island $187,000. Dementia precox took about 50 per cent of our cases. 
These figures ought to tell us where to put our efforts. 


Dr. Potitock (in closing).—I greatly appreciate the kind words of Dr. 
Devlin and Dr. Salmon. 
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Dr. Salmon called attention to one very important matter, that is, the 
necessity of getting accurate original data. Without that, the statistician 
is helpless. 

It is true our studies should deal more with etiology. This can be done 
successfully for some groups, but at the present time the etiology of 
dementia precox and manic-depressive psychoses is very difficult to obtain 
with any degree of accuracy. We are annually tabulating available informa- 
tion but we feel that the results are not very satisfactory. 

I cannot agree with the last speaker that social conditions, such as were 
referred in the paper, have no significance. I believe they are of the highest 
importance. Economic condition, increasing expectation of life, and the 
shifting of the population from the country to the city are all factors in the 
problem of mental health and disease. All the facts we can get together 
indicate that such is the case. 
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THE MENTAL CHANGES ASSOCIATED WITH 
PERNICIOUS ANEMIA.* 


By HENRY W. WOLTMAN, M.D., 
Section on Neurology, Mayo Clinic, Rochester, Minn, 


The subject of mental changes associated with pernicious anemia 
it not new, but it is important, interesting, and practical. Our 
knowledge of the etiology of this common, neurotoxic, fatal anemia 
stands where it did when Combe, in 1822, first recorded a case, 
and referred to it as “a peculiar disease, which will doubtless be 
viewed in different lights and receive different appellations.” 

There is as yet no uniformity of opinion as to what criteria 
should be insisted on in making the diagnosis of pernicious anemia. 
Naegeli gives, as the known causes of the disease, syphilis, tuber- 
culosis, pregnancy, and bothriocephalus invasion; Coda directs 
attention to the fact that malaria may produce the clinical picture 
of pernicious anemia. Logan has reported four cases of Ballan- 
tidium colt, which presented the blood picture of pernicious anemia, 
characteristic gastrointestinal, and nervous changes. English and 
American writers insist on the requisite of a primary idiopathic 
anemia: the discovery of any cause, the eradication of which leads 
to the recovery of the patient, at once excludes pernicious anemia. 
The condition is no longer regarded as a clinical ensemble, but as 
a disease entity. We have progressed in our abstract intellectual 
operations, to the point of holding an unknown toxin responsible 
for the many manifestations of pernicious anemia, being thereby 
greatly comforted ; however, we remain stranded precisely where 
we should like to begin. 

Recently evidence has been produced that may shed new light on 
the etiology of pernicious anemia. Briefly, it has been shown on 
biopsy and necropsy evidence that the achlorhydria, the sine qua 
non of pernicious anemia, is not the result of atrophy of the gastric 
mucous membrane, as heretofore taught, but represents a primary, 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
Association, Detroit, Mich., June 19, 20, 21, 23, 1923. 
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constitutional, familial deficiency, present from infancy. Achylia 
has been found to be present in a large percentage of other mem- 
bers of the families of pernicious anemia patients . Some of these 
were only four years of age. It is only on such an abiotrophic basis, 
supposedly, that pernicious anemia may develop. (Martius, Wein- 
burg, Hurst, Bennett and Ryle, Albu and Young, Curschmann.) 
Furthermore, Naegeli has demonstrated that hemolysis is often 
lacking, and he regards a primary bene marrow deficiency as the 
important conception. The frequent appearance of pernicious 
anemia in families may find its explanation here. This theme 
presents a point of view that is fundamentally quite new and differ- 
ent. If it proves to be correct, it will be a decided advance in 
our knowledge of this obscure disease. Possibly the suggestions 
of Riggs (1896) who was the first in this country to describe the 
cord changes in pernicious anemia, of Dana (1899), and of Clarus 
(1909), that it is only individuals with low resistance of their 
nervous systems who develop degenerative changes of the nervous 
system, may contain much truth. 

The striking similarity of such conditions as ergotism (Tuczek), 
lathyrism (Hurst), sprue (Elders) and other avitaminoses (Lher- 
mitte) calls to mind possible contributing factors. 

Seyderhelm reports some interesting experiments in which he 
found that he could transmit a blood picture of pernicious anemia 
with a fatal issue to horses by the injection of an extract of gas- 
trophilus larve. He learned that one fraction of the extract caused 
the typical blood picture im vivo, but would not produce hemolysis 
in vitro, whereas the other fraction behaved in exactly the oppo- 
site manner. This recalls the contention of Bonhoffer that an inter- 
mediate toxin may be responsible for the production of certain 
psychoses, for example, drunkenness as contrasted to delirium 
tremens. 

The onset of the symptoms pointing to a neurotoxic process, 
and the appearance of anemia, do not coincide, as a rule. It is 
well known that cord changes may precede the appearance of the 
anemia (Bastionelli, Nonne, Cabot, Weisenburg, Norbury, and so 
forth). This also holds true for the psychoses, as Langdon first 
pointed out in 1905, when he referred to the condition as pre- 
pernicious anemia. For this unorthodoxy he was severely berated ; 
however, the possibility is now widely acknowledged as fact. 
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It is possible that nervous changes may progress to a fatal issue 
without the appearance of anemia. Presumably we may be con- 
fronted with the paradox of pernicious anemia without anemia. 
It might not be an idle speculation to venture that certain cases 
of psychosis may progress likewise. 

There must be something fairly characteristic in the mental 
picture of patients having pernicious anemia to prompt the obser- 
vation so frequently made by internists that “these patients are 
different in some way from other patients ; they listen to what you 
say, they do not argue, they raise no objections; they are almost 
too good.” Numerous writers have referred to apathy, indolence, 
decreased mental work, loss of memory, delirium, stupid indiffer- 
ence to surroundings, to external impressions, and to the disease 
itself, instability, shallow confusion with impairment of ideas of 
time and place, abeyance of the mind, loss of inhibition, peevish- 
ness, gradual mental deterioration varied by control, patience, 
good temper and an angelic disposition for longer or shorter inter- 
vals, somnolence with a tendency on being aroused to exhibit a 
certain degree of mental confusion, particularly to surroundings, 
which may manifest itself in a delirium of a low, quiet type, a 
continuance of the dream state which the patients cannot shake off 
on being aroused, and which usually subsides spontaneously, or 
on further stimulation (Lazarus, Pickett, Langdon, Church, 
Siemerling, Pontoppidan, and Petrén). 

While such patients do give one the impression of apathy, this 
condition seems to be physical rather than mental and emotional. 
Naegeli speaks of a lack of facial tone, which he thinks is an ex- 
pression of constitutional weakness and may reveal the existence 
of an early pernicious anemia, even when the patient is in good 
color. This may lead to the impression of indifference, just as may 
be the case in the postencephalitic Parkinson’s syndrome, in which 
a parallelism between the mental and the physical state is argued 
for (Steck). On better acquaintance with patients having per- 
nicious anemia one learns that they are usually depressed and appre- 
hensive; affable like a tuberculosis patient, but without hope. 
Although they do not have pain, they suffer with annoying and 
persistent paresthesias, rapid fatigue, disturbances of taste, sore 
mouths, flatulence, diarrhea, and vague visceral sensations, all 
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of which lead them to the conviction they so frequently express, 
that “ there must be something serious the matter.” 

Hunter is no doubt right in deprecating the appellation “ per- 
nicious,” because this in itself does not instill confidence in the 
patient regarding the physician’s ability or his own to combat the 
disease. Too often friends drop in to remark that pernicious 
anemia is incurable, or that anemia means a condition in which the 
blood changes to water, an ecclesiasticism tinctured with a minatory 
significance. A psychosis may appear at any time. Many very 
excellent contributions covering this subject have appeared. Those 
of Marcus, Barrett, and Lurie are particularly important. Barrett 
emphasizes the frequency of this condition in psychopathic wards. 
In 650 necropsies on the insane in Michigan, pernicious anemia 
was found in 15 (2.3 per cent). Weisenburg gives the incidence 
of mental symptoms as 40 per cent, and emphasizes the diversity 
of reactions. In 647 cases, Cabot found 102 (15 per cent) in which 
there were mental symptoms: delirium in 44, delusions in 14, hal- 
lucinations in eight, dementia in nine, melancholia in three, and 
mania in three. Of 1498 patients with pernicious anemia, who were 
seen in the Mayo Clinic since July, 1917, about 4 per cent presented 
an outspoken psychosis. It is to be remembered that most of these 
are still ambulatory patients; how many more may develop a 
psychosis before death cannot be determined. Thirty-five and two- 
tenths per cent show lesser mental changes, manifest even on casual 
observation. It may be added that these patients were all carefully 
studied from hematologic and serologic standpoints, gastric and 
stool examinations were made, and the cases passed on by expe- 
rienced internists. Another criticism may be answered here with 
regard to bothriocephalus infections in Minnesota. While this 
intestinal parasite is relatively common in Minnesota as compared 
to its incidence in other states, actually it is rarely found, even by 
physicians practicing among the Finns in the northern part of the 
state. Even infected patients do not often present the typical 
blood picture of pernicious anemia, and free hydrochloric acid is 
often present on gastric analysis. 

Barrett sums up the psychotic picture by saying that these 
patients have in common, irritability and suspiciousness, which 
forms the groundwork for delusions of persecution, the content of 
which is usually influenced by the somato-neurologic findings. He 
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places this condition among the paranoid states which are sympto- 
matic of a toxic process affecting the nervous system. 

Bonh6ffer considers cases of pernicious anemia with a psychosis 
indistinguishable from the infection psychoses. Putnam and Tay- 
lor emphasize the exaggeration of native traits. All four of Lurie’s 
patients, and the patient recently reported by Darden and Hall, 
had delusions of persecution. The psychosis may for a time closely 
resemble dementia preecox, dementia paralytica (Marcus, Camp), 
or Korsakow’s psychosis (Bonhoffer, Barrett). 

Why it is that some patients develop a psychosis while others do 
not, is a question hard to answer. It may be that constitutional 
factors play the deciding part; this was very evident in some of 
our cases, but by no means in all. Hereditary predisposition is 
stressed by Putnam and Taylor, Marcus, and Barrett. Bonhoffer 
believes these symptoms may occur in patients otherwise well and 
without hereditary taint. The care with which this point is inquired 
into, as well as an estimate of the same factors in patients who do 
not develop a psychosis, is, of course, of greatest importance. Too 
often this point is entirely overlooked in the non-psychotic group, 
which results in a conclusion that is entirely distorted and erro- 
neous. Patients who pass through mild and transitory psychoses are 
not likely to enter a psychopathic hospital ; those who develop the 
more severe and lasting psychoses, and who are in consequence 
hospitalized, may present an altogether different family history. 
From the study of our cases it would appear that patients having a 
poor endowment and who are inherently unstable develop psychoses 
more readily. 

To be sure pernicious anemia may be expected to exert a modi- 
fying influence on the psychotic picture of patients suffering from 
an unrelated type of psychosis, such as manic-depressive insanity, 
just as syphilis may color the psychotic picture of a patient suffer- 
ing from some other type of major psychosis. 

It is usually said that the mental disturbances proceed pari passu 
with the intensity of the anemia. This may be true so far as mild 
confusional states go, but if I may judge from the cases I have 
observed, it does not invariably hold for cases in which the more 
marked mental disturbances are exhibited. Indeed, the same 
discrepancy seems to obtain here that has been noted with regard 
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to the cord and peripheral nerve changes, which may fluctuate 
with entire independence of the degree of anemia. 

The same lack of parallelism may exist in diabetes mellitus, as 
shown by Singer and Clark. Here, too, the psychotic picture closely 
resembled that seen in pernicious anemia. 


REPORTS OF TYPICAL CASES. 


Case 1 (A256899).—Dr. W. S., aged 48 years, came to the Clinic January 
20, 1919, because of abdominal pain, bloating, belching, and slight jaundice. 
The condition of the blood was normal; there was no free hydrochloric 
acid. The clinical diagnosis was cholecystitis. The operative diagnosis 
was doudenal ulcer, mild cholecystitis, and marked chronic appendicitis. 
April 17, the patient returned to the clinic because of continued distress, and 
an indeterminate diagnosis was made. The hemoglobin was 70 per cent. 
November 17, he again returned, complaining of obstinate constipation, 
belching, flatulence and soreness of the tongue. A diagnosis was made of 
pernicious anemia. The blood picture was typical. December 22, examina- 
tion revealed the general condition to be good. The hemoglobin was 70 per 
cent, the erythrocytes numbered 4,600,000, the leukocytes 4600. He said 
that sleeping with his mouth open made his tongue sore, and he had de- 
vised a brace to keep his jaw shut at night. There was no paresthesia, and 
the neurologic examination was negative. 

November 20, 1920, the patient returned to the Clinic. At this time a 
pronounced psychosis was noted. He complained of “obstruction of the 
bowel, causing auto-intoxication, distension, nausea, general malaise, total 
prostration, displacement of the heart with interference of heart action, and 
total collapse.” The hemoglobin was 58 per cent, the erythrocytes numbered 
2,300,000, the color index was 1.2, and the leukocytes numbered 6400. 

January 10, 1921, the patient denied the entire previous history, cate- 
gorically. He said that his temperature was 105°, and that he tried to reduce 
it by enemas, spending most of his time in the bath-room; that he was a 
perfect 100 per cent man; that bullets would not hurt him, that morphin 
had no effect on him because of his strong will-power; that his body and 
soul were separable, the latter wandering around outside; that he was not 
Dr. S., but a reconstructed spirit of the former Dr. S. He refused food, 
saying that it was poison, and often refused to talk. He tried to get out 
of the hospital. He said, “ Why do you come in here, aren’t you afraid you 
will be trapped? We will bunk together. You shut off my ventilation, you 
are an awful creature. It is a remarkable coincidence. In spite of Nurse 
W.’s atrocities, she will be completely forgiven and be a perfect citizen of the 
kingdom. I predict the Church of Rome will be utterly destroyed in three 
months. Surgery is a sin, it is murder. Medicine is a lie. I worked with 
the old patriarchs for years until they became grafters. Joshua, the leader 
of Israel, became a grafter, a typical Jew. The Bible is the biggest source of 
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history, but was rewritten by liars.” At the time of the last examination, the 
hemoglobin was 29 per cent, the erythrocytes numbered 1,700,000, leukocytes 
4600. Neurologic examination was negative. 


Case 2 (A299260).—Mr. W. P., aged 36 years, came to the Clinic Decem- 
ber 8, 1919, complaining of inability to walk. In January, 1918, he had expe- 
rienced slight difficulty in stepping up on a curb, had had vague pains in 
the abdomen, and had lost appetite. In March, he had developed a numb, 
prickling sensation of the hands and feet. He imagined he heard boys 
playing noisily outside the window, and was going out to chastise them. 
He ate but little. June 14 he became irrational, muttered to himself, and at 
times was violent. He was unable to sleep and said “ something terrible is 
going to happen to-night,” repeating this day after day. He was depressed 
and believed he had brought all this trouble on himself; he refused to 
eat because his stomach was growing shut, and he stood on the porch for 
hours at a time, looking up and down the street expecting the patrol to come 
and get him. A revolver was found under his pillow, although none had been 
kept in the house previously, and it is not known where he got it. He feared 
he was going to be cut up. A diagnosis was made by a neurologic consultant 
of manic-depressive psychosis. The patient tried to escape from the hos- 
pital; he had to be put under restraint because he wandered into other 
patients’ rooms looking for his daughter. Tube feeding was instituted. 
June 24, the patient went out-of-doors and seemed very much better. 
During his walks, however, he glanced about furtively. July 20, he became 
progressively weaker and more irritable ; he was confined to bed practically 
all of the time, and urination was involuntary. August 11, another neurol- 
ogic examination was made. The patient was restless, talkative, and 
irrational. The condition was regarded as a form of toxemia of unknown 
etiology. From this time on, the patient began to improve, and by August 17, 
was out-of-doors, perfectly rational, but very weak. He began to eat well 
and seemed to be making a good recovery. October 19, weakness returned 
in the lower extremities. Another neurologist was called and a diagnosis 
of neuritis made. The patient’s mentality at this time was good. 

December 8, at the time of his examination in the Clinic, the hemoglobin 
was 62 per cent erythrocytes numbered 2,600,000, and the leukocytes 
gooo. Typical glossitis and advanced, subacute, combined degeneration of 
the spinal cord were present. There was a slight confusion and impaired 
attention, but no definite psychosis. A diagnosis of pernicious anemia was 
made. The patient died January 15, 1920. 


Case 3 (A317446).—Mr. C. A., aged 48 years, came to the Clinc May 27, 
1920, complaining of weakness and loss of appetite. In December, 1917, 
he had become weak, and vomited occasionally. In April, 1920, he noted 
numbness of both hands, and soreness of the tongue. One of his sons had 
epilepsy. 

At examination in the Clinic the hemoglobin was 50 per cent, the erythro- 
cytes numbered 2,600,000, and the leukocytes 3800. A diagnosis of pernicious 
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anemia was made. The patient believed that the doctors were cutting people 
up; that they were putting cayenne pepper into his room, and that an organi- 
zation of fanatics from India was punishing by poisoning all who had com- 
mitted a crime in childhood. He hid behind a chair whenever anyone came 
into the room. He saw faces at the window. Finally he escaped to police 
headquarters, seeking protection from his foes. He was returned to the hos- 
pital. When the nurse stepped out of the room, he leaped out of the third 
story window, fracturing his skull. He died from the injury. 


Case (A373596).—Mr. J. B., aged 40 years came to the Clinic Septem- 
ber 29, 1921, complaining of general weakness and “ weak blood.” In July, 
1918, he had experienced weakness in walking, abdominal distension, 
marked constipation, jaundice and pallor. During the winter his condition 
had improved. In the spring of 1920, the same symptoms had recurred with 
tingling of the fingers and legs, and soreness of the tongue. 

A diagnosis was made in the Clinic of pernicious anemia with slight 
subacute funicular degeneration of the cord. The hemoglobin was 18 per 
cent, the erythrocytes numbered 360,000, the color index was 1.1, and the 
leukocytes numbered 1900. At times the patient was quite agreeable, but 
often developed sudden and violent tantrums, and became rough and 
abusive in his speech. He said that the nurses were trying to poison him, 
and that he had been noticing things in his food. He took medicine from 
the cabinet and refused to return it to the nurse. He later escaped from 
the hospital and tried to have his physicians arrested, but could give no 
reason, and was detained himself. On the way home, while in the ambu- 
lance, he tried to stab the orderly; the police had to be called. This patient 
died June 19, 1922. 


Case 5 (A391706).—Mr. J. B., aged 57 years, came to the Clinic August 17, 
1922, because of numbness of the entire body, sinking spells, and neurasthenia. 
For the last two years his tongue had been sore intermittently. He said 
he had to chew water before he could swallow it. One month before, he 
had read a nerve doctor’s book, in which he found his condition described, 
and attributed it to a nagging wife (a luxury which the patient said he 
enjoyed), and fighting, if necessary, was advised. He says he has always 
been a good talker, and prides himself on his conversational powers and 
jolliness; however, three weeks before, his wife’s tongue had become too 
sharp for him, and he had run away from home. 

Examination revealed the hemoglobin to be 62 per cent, the erythrocytes 
3,000,000 and the leukocytes 5500. A diagnosis was made of pernicious 
anemia, subacute funicular degeneration of the cord, and mild peripheral 
neuritis. 


Case 6 (A393039).—Mrs. F. B., aged 35 years, was brought to the Clinic 
by her husband June 8, 1922, because of her mental condition. Normally, she 
had been a happy, congenial, and somewhat talkative woman. In the fall of 
1921 her general health had declined; she had had gas in the stomach, had 
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vomited occasionally, and her fingers and toes felt numb. She had become 
pale and yellow, and had developed a sore tongue, supposedly because of 
rough teeth. In March, 1922, the hemoglobin was 30 per cent. Remarkable 
improvement followed transfusions. May 28, a psychosis developed. The 
patient thought her nurse was discharged because of her. She refused to 
let her mother visit her because she was not sincere, and she believed that 
people were making fun of her. 

Immediately on her arrival at the Clinic she was hospitalized. She pro- 
tested that the doctors were cutting up a baby she heard crying. She said 
to her husband, “ There is a change in the world; this is for your shame.” 
She refused to pass urine because people were watching her through the 
floor. She sat on the bed, agitated, apprehensive and clutched her hus- 
band’s arm. She refused to let anyone come in. The hemoglobin was 65 
per cent, and the erythrocytes numbered 4,000,000. June 12, the patient 
was committed to the state hospital at Rochester, where she was at first 
seriously confused, disoriented, and utterly out of touch with reality. 
September 26, the erythrocyte count was found to be 687,000; the hemo- 
globin was 35 per cent, and the color index 1.8. Normoblasts, megaloblasts, 
polychromatophilic cells, and poikilecytosis were present. Mentally she 
returned to normal, but physically she failed with great rapidity. She 
died in coma September 28. 


THE PATHOLOGIC FINDINGS. 


Of the pathologic findings with regard to the nervous system 
in pernicious anemia, there have been two outstanding contri- 
butions since Lichtheim first described the focal lesions in the cord, 
known by his name. Barrett, first demonstrated similar lesions in 
the brain, and Hamilton and Nixon first demonstrated the fre- 
quency of multiple peripheral nerve degenerations, and pointed 
out the relation of this finding to the symptoms, particularly the 
paresthesias, which for so long defied any satisfactory explanation 
on the basis of cord changes alone. The existence of Lichtheim’s 
foci in the brain is still denied by some writers, especially the 
Germans, probably because of the poverty of foreign literature 
in their libraries. Nonne, however, long ago suggested that one 
might expect to find such foci in the brain. The difficulty of 
demonstrating these foci may be great, and it may require sixty or 
more sections through the entire brain at different levels to demon- 
strate their presence. They are found in the brain just as com- 
monly as in the cord. They are present in patients with mental dis- 
turbances and those without. Lichtheim’s foci have also been dem- 
onstrated in the brain by Lurie and Woltman. 


444 MENTAL CHANGES AND PERNICIOUS ANEMIA [ Jan. 


Whether the degeneration first attacks the axis cylinders, as 
Shimazono and Wohlwill assert, in their so-called granular neuro- 
lytic swelling type, or whether they attack first the myelin sheaths 
or both simultaneously, is still a matter of dispute. The evidence 
seems to point to an initial degeneration of the myelin sheaths 
(Henneberg, Globus and Strauss). Marchi sections enable one 
to demonstrate also a scattered degeneration of nerve fibers in the 
medullary substance of the brain, which does not appear in the 
form of placques, but in which independent fibers, here and there 
degenerate, sometimes in large numbers. These areas do not seem 
to be related to the blood vessels as is usual in the Lichtheim’s 
placques. 

Preobrajensky found foci of other types, first miliary, sclerotic 
foci accompanying blood vessels, and second, miliary foci from 
disintegration of nerve substance. The latter were found in the 
pons with regularity by Lurie. 

Schroeder quite regularly found miliary foci in the brains of 
patients who had died from anemia. These are of the so-called 
ringwallherdchen type and appear just under the marginal gray. 
Presumably they are dependent on small hemorrhages. They may 
also be found in other conditions, such as purpura and malaria. 

Ganglion cell changes are numerous and common. They include 
the accumulation of pigment deposits, decrease in Nissl’s bodies, 
indistinctness of the nuclear membrane, axonal type of cell change, 
satellitosis, cells of odd shapes, rod cells, and disintegration of 
pyramidal cells within areas of pericellular pallor. 

The glia cells at times undergo slight progressive change, sup- 
posedly due to poor nutrition. As a rule there is found a progres- 
sive reparative glia reaction, a relative increase in number and size, 
sometimes mitosis, occasionally ameboid cells and accumulations 
of pigment and detritus. 

The changes in the blood vessels are common and have been de- 
scribed by various observers. They consist in deposits of lipoid 
pigments in and around the vessel walls, thickening and swelling 
of the intimal cells, mild endarteritis, hyalin degeneration, and 
dilatation of the lymph spaces. Wichern reports an interesting case 
of pernicious anemia in which the patient had bilateral softening 
of the cuneus, left occipital gyrus, right lingual gyrus, and was 
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totally blind, but imagined that he saw little black men and a large 
dog in the room. 

Just what influence these changes have in the production of a 
psychosis cannot be determined with certainty. They, no doubt, 
contribute to its development, yet they may be found in patients 
who have not had mental disturbances. 

In closing I should like to emphasize, first, the importance of 
pernicious anemia as a cause of mental disturbances ; second, the 
fact that pernicious anemia is more common than is generally be- 
lieved ; and third, that this disease, which is of such minatory and 
sinister import, often escapes detection unless a low threshold 
of suspicion regarding it has been developed. 
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DISCUSSION. 


Dr. Kart A. MENNINGER.—Any contribution to the correlation of psychic 
and somatic aspects of disease ought to be welcome, and in regard to 
pernicious anemia from no one more welcome than from Dr. Woltman. 
It is striking that, as he pointed out, in the early and non-severe cases of this 
disease the mental picture is so benign, perhaps even psychopathologically 
benign, and that later it becomes paranoid. 

This metamorphosis is interesting to me because of its relation to a 
theory that I have in regard to the classification of these pictures as self- 
appreciatory and self-depreciatory types. In influenza, for example, in 
which I have been most interested for some years, the self-depreciatory 
type of reaction is very much the most frequent. In the mental effects of 
deafness, which I have recently been studying, the self-depreciatory attitude 
is also far commoner than the self-appreciatory. This is very much more 
in evidence with the deafened than with the blind. The marked appreciatory 
attitude of the tuberculous, the hyperthyroid, and some others is well- 
known and is associated, of course, with a tendency for the exaltation to 
become paranoid. 

The mechanism of this appreciation and depreciation is interesting and 
the audience is probably familiar with the Freudian explanation, which is 
not a genital theory as the unfamiliar suppose, but is concerned with the 
difficulties which the ego has in approximating its ideal. The difficulty may 
be made easier by ignoring it, or by projecting it, or on the other hand 
there may be a more or less complete surrender. The problem arises how 
and why these things should occur in certain ways in the presence of certain 
kinds of physical disease. 

If the organic point of view is more acceptable to this audience, you will 
be reminded of the Adlerian theory which would very prettily explain the 
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delusion about knives and cutting, which Dr. Woltman mentioned inas- 
much as these people with pernicious anemia must be unconsciously very 
well informed of their deficiency in blood and the delusion may be seen to 
be a defense action, a symbolic denial. 


Dr. RAwLINGS.—Dr. Woltmans’ statement that the blood pictures some- 
times are not shown in pernicious anemia reminds me of a case we had in 
the Kalamazoo State Hospital, a woman in the involutional period, who had 
shown mental symptoms for three years before admission, having delusions 
of persecution, hallucinations of hearing, periods of confusion, and semi- 
delirious periods. She had a flaccid paralysis of the legs, with a spastic con- 
dition of the arms. On admission her blood picture was comparatively 
negative. Her spinal fluid and blood Wassermanns were negative. She was 
undiagnosed. She died shortly after admission, and the cord pathologically 
revealed a diffuse pernicious anemia process. The brain showed chronic 
changes. 


Dr. Grsss.—I would like to ask if the speaker made any attempt to cor- 
relate the type of psychotic reaction which these patients presented with 
their previous personality. 


Dr. WoLTMAN (in closing).—It is rather difficult to answer the question 
regarding the relation of the psychotic picture to the previous personality. 
In many cases this relation is quite apparent, but whether it constitutes a 
universal rule, I do not know. 


= 


STOREHOUSE AND VEGETABLE PREPARATION 
ROOMS.* 
By ISHAM G. HARRIS, M.D., 
Medical Superintendent Brooklyn State Hospital. 


“An army travels upon its stomach.” It is evident then that a 
commissary department, properly organized and manned, is abso- 
lutely essential, and inadequacy in this department means failure 
in the performance of the duties of the men who must do the 
fighting. 

The storehouse may be considered the “stomach of the hos- 
pital.” It is through the storehouse that all supplies should go. 
In planning the construction of a storehouse we strive for an 
arrangement which will be conducive to conservation of energy, to 
economy and to efficiency. We believe we have planned, for the 
Creedmoor division of the Brooklyn State Hospital, a storehouse 
that will function in every particular provided it is manned by 
competent individuals. 

The purpose of the storehouse will be to serve 3000 patients and 
600 or more employees. It is 117 feet 8 inches long and 71 feet 
wide. It consists of a basement, first and second floors and a large 
space for storage on the third floor. The house will be as nearly 
fireproof as it is possible to construct it without using steel doors 
and steel window frames. All goods brought by railroad will be 
delivered from the cars to a platform, 8 feet wide (Fig. 3), which 
runs the greater length of the storehouse. Distribution of goods, 
materials, etc., to the different floors will be by an electric elevator 
centrally located. 

Basement plan (Fig. 2) : 

1. A large area for the storage of groceries, especially of the 
so-called “ wet ” class, canned goods, crockery, etc. 

2. Two refrigerated rooms for butter: a large one (temperature 
from 5° to Zero F.) where 140,000 pounds of butter (a 12 months’ 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
Association, Detroit, Mich., June 19, 20, 21, 22, 1923. 
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supply) may be carried; a smaller room (temperature 30° to 
36° F.) to care for the weekly supply, and to avoid, as much as pos- 
sible, disturbing the temperature of the larger room. In this smaller 
room the frozen butter is thawed out gradually in order that it 
may be properly cut for distribution and use. 

3. Refrigerated room for fruits (temperature 34° to 40° F.). 

4. Refrigerated rooms for eggs; a large one to hold 2500 cases 
(a 12 months’ supply) (temperature 29° to 34° F.) ; an interme- 
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Fic. 2.—Basement Plan. 


diate one in which to “ condition” the eggs (temperature 40° to 
50° F.), and a third one for candling and grading. 

5. A refrigerated room for cheese, temperature 28° to 30° F. 

6. Two vaults for the sturage of documents. 

7. Space for pipe and valve room, ice-making tank and a ramp 
to pipe tunnel. 

On the first floor will be found (Fig. 3) : 

1. A general stores room in which are a vault, a cold storage 
room for milk, a small refrigerator, an ice cream making room, an 
office and lavatory-toilet facilities. 

On the outgoing side is a platform 6 feet wide running the 
greater length of the storehouse. There is a vestibule entrance 
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where people may come with requisitions for supplies and yet do 
not go into the storeroom proper. 

2. Butcher shop and meat refrigerators: Large refrigerator to 
care for a carload or more of fresh meats; three smaller refriger- 
ators, one for small cuts, one for salt meats and one for salt fish; 
and a meat-cutting room. 

The incoming-deliveries are made to a platform 8 feet wide on 
the railroad side. There is a scale room properly equipped with 
trackage to carry meat to the different refrigerators. 


Fic. 4.—First Floor Plan 


3. Ice-making room: Here are the ice-making space and ice 
storage quarters. The refrigerating plant consists of two 30-ton 
and one 15-ton machines and will furnish sufficient ice for the insti- 
tution, as well as care for all refrigerators. The cold storage ma- 
chinery is located in the power house 100 feet or more away. 

There is a road 40 feet wide in front of the platform for out- 
going deliveries and there is located at one end of the storehouse 
a large truck scales, on which weighing may be done from the 
office. 

Second floor (Fig. 4) : 

1. A large general storage room. 

2. A small vault. 

3. Cold storage for blankets (temperature 25°. to 35° F.) 
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4. Cold storage for cereals (temperature 25° to 35° F.). 

5. A tailor shop and sewing room with an office from which to 
conduct the business of this department. 

6. Special provisions for lavatory and toilets for each sex. 

The floors of the rooms over the cold storage areas in the tailor 
shop and office will be of wood over cement and linoleum over 
wood. The floors elsewhere will be of cement. 

The tailor shop is placed here in order to facilitate the handling 
of materials and the issuing of supplies. All material delivered 
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Fic. 5.—Third Story and Roof Plan. 


can be placed immediately where it belongs. All goods when made 
up and marked, are under the inspection of the storekeeper and 
are issued only on requisitions signed by the proper officials. 

On the third floor (Fig. 5) is a storage room with a cement 
floor. On either side of this room are glass-covered skylights for 
light, air and ventilation. The elevator runs from the basement 
to the third floor. The stairs are so placed that people going to 
and from the tailor shop do not go through the general storeroom. 
There is a special stairway from the second to the third floor. 

We have three departments in the storehouse, and each depart- 
ment is separate and independent of the other. The general store- 
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room will be under the supervision of the storekeeper ; the butcher 
shop under the supervision of the butcher; the ice-making plant 
under the supervision of the engineer. By this arrangement re- 
sponsibility is easily placed. No duplicate keys will be held except 
by the steward and the superintendent. Any failure of the depart- 
ment or departments to function cannot be shunted to someone else. 


VEGETABLE STORAGE, PREPARATION ROOM AND CANNING 
DEPARTMENT. 


We believe a new departure in the culinary department of state 
hospitals has been made in planning for the construction of the 


— g 
Fin 
q 
i 
Cog: 
Fem OO 


Fic. 6.—Cross-Section. 


Creedmoor division of the Brooklyn State Hospital. We have 
designed a vegetable storage, vegetable preparation room, canning 
and dehydrating plant as a unit to be centrally located between the 
principal kitchens. The object is to store, prepare and supervise 
the distribution of all kinds of vegetables to the kitchens, which 
will better enable us to keep control of such supplies. The prepara- 
tion of the vegetables will keep from the kitchens a number of 
patients, a large amount of extra work, dirt, etc. The vegetables 
prepared will be sent in proper proportions to each kitchen the same 
as supplies are sent from the general store. The vegetable cellars 
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are placed beneath the ground on two sides of the building, and 
refrigeration will be furnished pro re nata. We believe refriger- 
ation in vegetable cellars is a new departure in hospital adminis- 
tration and we think such facilities will ultimately make a con- 
siderable saving where we now have waste. 
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Fic. 7.—Cellar Floor. 


This cross-sectional view presents the basement with the cellar 
and the different floors. 

Basement: In the basement (Fig. 7) are the cellars, space for 
the storage of the different kinds of vegetables and facilities for 
refrigeration. The cellars are ventilated by vents and there are 
chutes at the end in order to place vegetables in the cellars. All 
the cellars (outside of the house proper) will be underground with 
lawn over them, while the working space for handling vegetables 
is found to be in the basement of the house. 
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On the first floor (Fig. 8) are: 
1. A large room for the preparation of vegetables for the 
various kitchens. 


C 


Deiveway 


— 
t-4 


Wire w 


Gta 


CAT | 
! 

| 


H 


Wyre Tee Py 


V 


Lhe 


we] 
il PLatretwu 


42: 


Fic. 8.—First Floor Plan. 


2. A small garbage room, the entrance to which is from the plat- 
form. This to be screened and refrigerated. 

3. A room for caring for fresh fish. This room has been added 
since the original plan was made. 
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4. A toilet-lavatory section. 

5. A platform 6 feet wide, running the length of the building. 

On the second floor (Fig. 9) will be found the canning and 
dehydrating rooms with all required facilities. An elevator and a 
staircase run from the basement to the second floor. This depart- 
ment will come under the supervision of a responsible person, who 
should be bonded. 

I desire to give due credit to Mr. Lewis L. Pilcher, formerly 
state architect, and to Mr. Sullivan W. Jones, the present state 
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Fic. 9.—Second Floor Plan. 


architect, for the drawings, suggestions and assistance in preparing 
these plans. 
DISCUSSION. 


Dr. Garvin.—Before coming here I had an opportunity to carefully exam- 
ine the most excellent plans for the storehouse and central scullery designed 
by State Architect Jones and Dr. Harris for the Creedmoor Branch of the 
Brooklyn State Hospital. Dr. Harris is very fortunate in being able to plan 
a new institution from the ground up. He is therefore able to avoid many 
of the makeshifts which the managements of established institutions are 
obliged to make in order to effect additions and changes in existing struc- 
tures. 

Few hospitals have storehouses adequately planned or of sufficient size to 
meet the growing needs of their institutions. Many of us, had we available 
funds, would be pleased to raze the ones now in use and erect buildings such 
as Dr. Harris has in view. 
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The idea of having all stores excepting vegetables received and issued from 
a central storehouse must certainly appeal to all interested in modern hos- 
pital management. In such a plan responsibility for the custody of stores is 
fixed, leaks are avoided and the bonded employee in charge is solely 
responsible for goods received and issued. 

The scheme of having the meat stores under the personal supervision and 
charge of the meat-cutter, instead of the storekeeper assuming responsibility 
for this department, might be questioned. There is no doubt but that it will 
work out in large institutions and fix responsibility more definitely. A space, 
however, should be provided in the basement to install a good-sized sink with 
hose attachment in order that meat delivery boxes, bread boxes, barrels, etc., 
may be cleaned. 

I believe it an excellent idea to have the tailor shop, sewing room, linen 
room and dry goods store rooms in the storehouse. Goods may then be 
requisitioned directly from the storekeeper and fabricated on the spot into 
the necessary articles of clothing, bed linen, etc. Such a plan saves time 
and also effects a saving in labor, both patient and paid. Withdrawals under 
this plan can only be made on storekeeper requisitions. This is a great im- 
provement over the system in vogue in some of the larger hospitals where 
the sewing rooms, linen room, tailor shop, etc., are widely scattered and 
responsibility divided. 

The arrangements for storing and issuing the various types of food-stuffs 
are especially commendable, more especially in those hospitals located in 
the country where it is necessary to have a considerable supply of food 
on hand at all times. 

The central scullery idea is an excellent one, especially for the larger 
hospitals. In smaller institutions the scullery might be attached to the 
storehouse and the bonded storekeeper made responsible for all supplies 
under his charge. It is assumed that the size of the various store-rooms 
in the scullery basement has been carefully considered. It has been our 
experience that, with the increase in patient population, such space usually 
proves inadequate. Such practical features as the location of the scales on 
the first floor, the elevator site and provisions for refrigeration in the base- 
ment are to be commended. 

It is to be hoped that the sketches of the plans will be published with Dr. 
Harris’ paper. I am looking forward with great interest to the practical 
working-out of Dr. Harris’ and Mr. Jones’ ideas and feel that both these 
gentlemen deserve great credit for the careful thought which they have 
given to these features of the Creedmoor development. 


Dr. Copp.—An important part in considering this subject relates to the 
size and organization of an institution, the compromises necessary to meet 
existing situations arising out of structural arrangements and methods of 
administration. 

Each step in the process of handling supplies must be determined and 
provided for. Dr. Harris rightly emphasizes the most important require- 
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ment, that there shall be one central point for the reception, care and distri- 
bution of all supplies. There should be no exception. Articles brought to the 
office, taken to the wards by friends of patients, every article that reaches 
the institution should find its way to this central point and be recorded. Thus 
responsibility is definitely fixed and continuous up to issue into the hands of 
the head of a department or the actual user of the supply. Here, again, 
provision must be made for storage while the issue is being consumed. A 
common exception to this practice is lumber, hardware and plumbing fixtures, 
etc. In planning a new institution, provision should be made for them at the 
central point. Supplies should be issued on requisition, checked by a con- 
tinuous inventory, and charged to each department or job. This means 
careful records and distribution and accurate accounting. It may seem 
complex and laborious but there is great saving in following supplies in 
unbroken continuity of responsibility from their receipt to use. 


Dr. Harris (in closing).—There are one or two things, which owing to the 
light I did not read. These refer to the question of responsibility, which will 
be found discussed in the paper. 

One point Dr. Garvin brought up as to whether or not the storehouse 
would function in a smaller hospital. I would state that the Brooklyn 
State Hospital has practically the same kind of building, with the excep- 
tion of the third floor (to be added) which will be made eventually into 
sewing rooms, tailor shop, etc. It cost about $50,000 and is two-thirds com- 
pleted. It took three legislatures to make the proper appropriations! 


EDUCATION AND INTERPRETATION : 


Two EssENTIALS IN A MENTAL HYGIENE PROGRAM.* 


By GEORGE K. PRATT, M.D., 


Medical Director, Massachusetts Society for Mental Hygiene, 
5 Joy Street, Boston. 


Fifty years ago an enterprising manufacturer obtained the pat- 
ent rights to a certain article then recently invented, and prepared 
to market it to the American public. It was a new commodity. 
Nothing like it had ever been produced and its uses were sound, 
practical, and labor preventing. To the enthusiastic manufacturer, 
at least, its value was so obvious that he confidently expected it to 
capture at once the interest of the public. 

This article was the forerunner of the modern fountain pen. 

So the then up-to-date executive secured the necessary capital, 
built a large factory, and began to turn out fountain pens in 
thousand gross lots of good quality and reasonable price. He next 
employed a staff of salesmen to stock the shelves of retail mer- 
chants, and then sat back to await the flow of profits that he confi- 
dently, if complacently, anticipated would ensue from the placing 
on the market of this useful, honestly made and undeniably valu- 
able product. 

Only the profits failed to roll in. 

His factory, equipped with expensive and first quality machinery, 
was operating smoothly and turned out thousands of fountain pens 
each day. His stock rooms grew crowded ceiling-high with boxes 
of well-made pens fresh from the tables of the final inspectors. 
His salesmen left the factory with fully assorted sample cases 
and faithfully visited their prospective retail customers. 

But no one bought his fountain pens. 

Clearly something was wrong. 

An inspection of the producing end of the business revealed 
little clue. The pens were properly made, they wrote smoothly, 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
Association, Detroit, Mich., June 19, 20, 21, 22, 1923. 
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they were put out in a variety of pleasing colors, and the price 
was right. 

Why then did they fail to sell ? 

And here we come to the Ethiopian in the woodpile. 

The great American public knew nothing about fountain pens 
and was wholly untaught in their use and advantage. What today 
would be considered a sine qua non, a very first precept for placing 
a new product on the market—the creation of a demand—was then 
overlooked. For the successful selling of the idea of the fountain 
pen required that a demand be created, not merely reinforced or 
stimulated. 

Nothing like the fountain pen had up to that time been in ex- 
istence. People in general were unacquainted with it and were 
suspicious then, as now, of new-fangled contraptions. The new 
fountain pen of 1870 was invented to fill an old need, but like 
many another unfamiliar product it was first necessary to create 
out of the clear sky not only a process of manufacture, but a 
demand and a market for the article when made. 

And so our manufacturer slowed down for a time his factory 
wheels and embarked, tardily enough, on a program devoted to 
telling people about his fountain pens and later to an explanation 
of their uses. He first sold the idea and next the pens. Today 
he is still spending thousands of dollars to keep the public sold on 
the pens and to apprise it of new uses for them. 

The now commonplace telephone, the electric light, the union 
suit (instead of the traditional two-piece undergarment), shredded 
wheat, soap flakes, safety-razors—these and scores of other articles 
today accepted as essential accessories in almost every home all 
have one point in common: a campaign of education and inter- 
pretation into their uses was an indispensable preliminary before 
one of them could be sold to the general public. 

In other words before a package of a new product finds its 
way to the merchant’s shelves, the modern business firm often 
spends a million dollars or more in finding a market for it, or 
creating one if non-existent, in studying the composition of this 
market, in advertising the product’s name, in explaining its uses 
and pointing out its more or less obvious superiorities. Not until 
this has been done, a process extending frequently over months, 
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is a box of soap or a carton of breakfast food permitted to be 
placed in the hands of the consumer. 

But the battle does not end here. For as sales pressure increases 
new obstacles are uncovered. People buy an unfamiliar article 
slowly, reluctantly; prejudices arise to be conquered; inertia 
requires overcoming ; Customs and habits are abandoned grudg- 
ingly, for the human animal has a profound dislike of change, 
even when he realizes the change promotes his own welfare, and 
he is prone to resent efforts at dislodgment from the narrow but 
comfortable rut of precedent. 

As a result an unceasing warfare between sales arguments on the 
one hand and dislike of change on the other goes merrily forward. 
And an echo of the battle’s din is found in the business firm’s 
appropriations for continued advertising long years after the 
initial effort to attract attention was launched. 

Hard tutelage in the school of experience was required to con- 
vince the commercial world that production could not outstrip 
sales without suicidal results, but today this is accepted as an 
industrial axiom too trite for comment. 


“ SELLING’ MENTAL HyGIENE ALSO A COMMERCIAL PROBLEM. 


Are we not warranted in establishing a parallel between the 
experience of the fountain pen maker and that of the person who 
formulates a mental hygiene program ? 

All mental hygiene activities roughly are separable into two 
groups: 

1. Clinical. 
2. Educational. 

Because of the exigencies resulting from differing local condi- 
tions each of the active state Mental Hygiene Societies finds it 
necessary to adapt its work to one or both of these groups. Thus 
in Massachusetts where an excellent system of state hospital out- 
patient clinics is in process of extension, the Mental Hygiene 
Society finds its whole function in the field of education and inter- 
pretation. 

It treats no patients and conducts no clinics. This self-imposed 
restriction might seemingly narrow to a disabling degree an other- 
wise well-rounded program. Asa matter of fact, an exclusive pro- 
gram of education by a pioneering, neutral, and unofficial agency 
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dove-tails with and supplements to a satisfactory degree the clinical 
activities of a well-administered State Department of Mental 
Diseases. Neither organization can work alone. It is axiomatic 
that the state cannot afford to experiment; that most pioneer, 
developmental work, whether social or health, must be undertaken 
by private enterprise. It is further true that the unjust but very 
real stigma which surrounds the whole subject of mental disease 
in the minds of the public extends to our hospitals for the insane 
and to their staffs. Because of this, much of the educational work 
attempted by official departments is apt to be largely discounted 
by this same public or received at least with suspicion and distrust. 

On the other hand a private agency is under less of a handicap 
in this respect. While it meets and contends with this same stigma, 
its very separation from official bureaucracy permits it to advocate 
treatment measures and courses of procedure (commitment, ob- 
servation, etc.) that all too often would arouse the charge of bias 
and self-interest were such recommendations to come from gov- 
ernmental sources. 

So in Massachusetts, mental hygiene activities are state-wide in 
scope. The State Department of Mental Diseases through a newly 
created Division of Mental Hygiene undertakes to encourage clin- 
ical research and to establish and enlarge out-patient clinics for 
early discovered cases. The Mental Hygiene Society in turn en- 
deavors to pave the way for the establishment of such clinics in 
certain communities by “ selling’’ the idea of mental hygiene, by 
dispelling to some extent the fear and stigma of mental disorder, 
and by educating the public into the uses and benefits of the clinic. 
Such cooperation is purely unofficial and entirely without responsi- 
bility on either side. Its practical application, however, has proved 
satisfactory in more than one instance. 

Thus the function of a mental hygiene society doing educational 
and interpretive work may be thought of in commercial terms and 
likened to the experience of the fountain pen maker. 

Those of us actively engaged in promoting mental health are 
sincere in feeling, like the owner of the fountain pen patent, that 
we possess something valuable, that widespread knowledge and 
use of our product will go far in lightening the economic and wel- 
fare burden of every community, and finally, that selling mental 
health requires for success some knowledge of commercial prac- 
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tice. With a special realization of this latter, we are concerned 
in creating a market for our product which is an unfamiliar one 
to most of our prospective customers. It is failure to observe just 
this very principle that has caused more than one mental hygiene 
program to evaporate into the fog of obscurity and ineffectiveness. 
The formulators of most such programs are professionally trained 
men and women saturated with their own special knowledge and 
justly enthusiastic over the possibilities wrapped up in their work. 
Thinking in scientific terms, the benefits and value of mental hy- 
giene are to these savants obvious, apparent, and should be at 
once recognized immediately they are exhibited. To their dis- 
may the great American public cannot see it that way. 


NECESSITY FOR SIMPLICITY AND CLARITY IN PRESENTING 
MENTAL HYGIENE. 


Couched in formal, accurate, and to him, quite intelligible words 
of five and six syllables, the guileless professional man feels an 
overwhelming discouragement when his facts, his cold, hard, incon- 
trovertible facts, attired in all the brilliant scientific raiment with 
which he can clothe them, fail wholly to impress the indifferent 
man in the street. They fall to his feet with a dull thud, unused 
and rejected. The facts of mental hygiene presented in this manner 
are no more than a meaningless jargon to the average citizen who 
passes them by with a tolerant if not contemptuous smile for the 
impractical schemes of a visionary expounded in an utterly un- 
familiar language. 

The average layman is no longer impressed and awed as he 
once was by oracular pronouncements handed down ex cathedra 
by the scientist from his hallowed heights of superior wisdom. 

No longer is there any relationship between the physician of 
today and the priest of black magic in Medieval times who worked 
his cures by mumbling gibberish over the patient—except in one 
detail: the tendency of the former still to talk over the heads and 
understanding of his listeners. 

This often is a charge leveled at the medical profession and 
often a just one. Psychiatry perhaps more than any other branch 
of medical science is accused of the usage and often coinage of 
terms unfamiliar even to its professional brethren. It therefore 
behooves mental hygienists as a first principle to get down to the 
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level of understanding of the audience they wish to reach, if their 
teachings are to be assimilated. 

Education of the layman in mental health facts must go beyond 
merely exposing him to such facts. He must be got to become 
interested. Our facts may be ever so obvious to us, but to him the 
idea of mental hygiene is new and when he is told about it all his 
instincts and prejudices and dislikes of change come rushing to 
protect him from the onslaught of this uneasy threat to his com- 
fort and custom. 

We must remember, too, that in this field the quack and the 
crank have tilled before us, and if perchance we meet one who 
claims acquaintance with mental hygiene, it is like enough to have 
been through the glib pratings of the commercial psychologist 
or the fantastic absurdities of a new cult organizer. Then we have 
a double burden to remove. 


INTERPRETATION. 

If simplicity of language is a desideratum in this work, then 
driving home of facts should be another. After all the real test of 
whether one’s mental health information is “ getting across ”’ will 
be found in what an audience takes home with them, and not alone 
in what they have listened to. In methods involving use of both 
the written and the spoken word, it has been found almost impera- 
tive to intersperse with a generous hand case histories of a homely, 
familiar kind by way of analogy. Where possible graphic repre- 
sentations also help, providing they are not the deadly charts with 
incidence curves, comparative figures and statistical matter. Most 
of the public are not the least interested in such figures, but the 
simple story of a neighbor whose spoiled and pampered daughter 
grew up to become an adult nervous invalid, “ enjoying ill health,” 
provides a vehicle for teaching mental disease prophylaxis that is 
literally unparalleled. 

References to childhood and an illustration of how some neurotic 
disorders arise during this age can always be depended upon to 
arouse a somnolent audience to attention. There is no parent 
wholly immune from interest in methods calculated to correct 
faulty discipline, obsessive fears, or tantrums in his children. 

Individual methods of interpreting mental health information 
are, of course, myriad. It should suffice that the necessity for 
interpretation be recognized, before clinical application is at- 
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tempted. In other words, the fountain pen maker was under the 
necessity of teaching the public how to use his pens before he 
could get them to buy. 


METHODS OF CARRYING OUT AN EDUCATIONAL PROGRAM. 


It will be remembered that in Massachusetts the Mental Hygiene 
Society exclusively is engaged in educational work. A brief re- 
counting of some of the ways this educational work is conducted 
may be of interest. 

The Society maintains a lecture bureau of some thirty-five 
speakers. These persons will go anywhere in the state without 
charge except for travel expenses to address women’s clubs, Cham- 
bers of Commerce, Rotary and Kiwanis organizations, health 
groups, and kindred societies. Since October, 1922, to June I, some 
200 such talks have been given under the Society’s auspices. 

3elieving that public education in mental health matters can 
rise no higher than its source, the Society has made special efforts 
to reach school teachers, nurses, social workers, and other profes- 
sional groups whose academic training did not include attention to 
this subject, through the medium of conducting instruction or 
lecture courses in the rudimentary principles of mental hygiene. 
During the past winter three such courses were held, consisting in 
the case of two of six weekly lectures and in the third of fourteen. 
Average attendance at these courses was 160, 440, 220 respectively. 
The /eit motif running through all these lectures was the fact that 
these professional workers were dealing every day with problems 
of disordered mental health which their lack of training prevented 
them from recognizing and which they consequently ascribed to 
other and incorrect causes. 

An interesting side-light on some of these courses was an 
arrangement made with the State Department of Education in one 
instance and a local university in another, whereby students satis- 
factorily completing such courses would be given academic credit. 
This proved an especial attraction to those teachers and social 
workers who were enrolled in extension courses or graduate 
studies. 

DEPARTMENT STORES EDUCATION. 


No explanation of instruction courses would be complete with- 
out reference to a most unique piece of industrial education. At 
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the request of the Harvard Mercantile Health Bureau the Mental 
Hygiene Society was asked to give a series of lectures in a large 
Boston department store. This was done in January, 1923, by the 
writer and proved highly interesting. Three talks of 45 minutes 
each, followed by a 15 minute question period were held from 
9g to 10 a. m. on the firm’s time. For a week previous a set of 
attractive posters was hung in the employees’ dining room and 
simple, readable literature was made available. Attendance was 
optional but was specially urged on executives, buyers, and super- 
visors. The purpose of these talks was to instruct these persons 
in supervisory positions in a few of the more common mental 
mechanisms that enter into human conduct and behavior, and to 
perhaps more especially show them that abnormal conduct on the 
part of employees under their supervision, peculiar emotional out- 
bursts, exhibitions of extremes of mood, and so forth were not 
always due to the “sheer cussedness”’ to which they usually 
ascribed such behavior. 

Following the first course, another was requested by a still larger 
store, and succeeding that, a third course was made part of the 
curriculum of a nationally known school for the training of col- 
lege graduates in store personnel and educational work. 

How much tangible and concrete good such courses may accom- 
plish is hard to say. It is notable, however, that since the lecture 
a local psychiatric clinic has had nine cases referred to it by the 
medical staff of store Number 1, while the Mental Hygiene Society 
has been consulted concerning personality problems and disposition 
of four more. Store Number 2 evidently found them of value for 
as this article is being written the firm’s executives have opened 
negotiations through the store physician to secure the services of 
a psychiatrist to map out a program of department store mental 
hygiene. 

In the use of printing it is felt much can be accomplished. 
The Society publishes 43 pamphlets on various phases of mental 
health, most of them written in simple, understandable lay terms. 
These were formerly distributed gratis but it was found that a 
moderate charge appeared to enhance their value and did not pre- 
vent their use by any one interested enough to inquire for them. 
Most of these retail for 10 cents each, although in the case of two 
large ones a price is made of 15 and 25 cents respectively. 
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Probably the most valuable piece of literature is our Monthly 
Bulletin. This was commenced in December, 1921, and has done 
much to solve a serious problem, that of keeping an extensive 
membership interested and in touch with current activities. It 
is written in newspaper English and its articles are brief and to 
the point. Its subject matter is confined to local news and to 
interpretation of psychiatric terms and mechanisms. At present 
some 1500 copies a month are distributed. 

Another literary venture into educational fields consists in meet- 
ing the request of a large Boston evening newspaper for a series 
of simply written articles on mental health to be pubished in a 
manner similar to the familiar Doctor Brady or Doctor Evans’ 
“ Health Talks.” Such a series has been prepared with the assis- 
tance of a number of prominent Boston psychiatrists and will, 
it is expected, be shortly released for publication. 


A Civic “ MENTAL HEALTH WEEK.” 


An example of how preliminary educational work paves the 
way for establishment of a mental health clinic is shown in the 
following experience at X,a Massachusetts city of 120,000 persons. 

Some 10 months before the proposed clinic was actually begun 
the Mental Hygiene Society commenced to interest small groups 
of civic-minded citizens here and there. First the Woman’s Club 
was interested and a speaker furnished for one of their quarterly 
meetings. Next the Rotary Club asked for a speaker, and follow- 
ing this several short but pithy articles were run as news items in 
the local press. This particular city has an exceptionally fine 
council of social agencies and the executive board of this group 
was approached for assistance. A definite plan was finally drawn 
up and approved by the council and work was begun in earnest. 

Two specific plans were adopted, one calling for the organiza- 
tion in this city of a branch of the State Mental Hygiene Society, 
and the other, an arrangement with the superintendent of a nearby 
state hospital to furnish an out-patient clinic. 

A civic “ Mental Health Week” was declared. The Chamber 
of Commerce was interested, as well as many of the churches, 
schools, and local courts. During this “mental health week” 
speakers were furnished to such community organizations as had 
weekly meetings; clergymen were given material for Sunday 
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sermons, the war-time 4 minute speakers were revived for theatres 
and movies, the three newspapers gave generously of space, and 
a window exhibit on a busy down-town corner was placed in an 
empty store undergoing repairs. This exhibit consisted of articles 
made by patients in the nearby state hospital, appropriately labeled, 
and of colored posters and mottoes. A volunteer worker stationed 
inside distributed literature and answered questions. 

In the meantime the clinic arrangements were completed and the 
“week ’’ was concluded with a large mass meeting in the High 
School Auditorium. Popular speakers were secured for this, a 
prominent local citizen obtained for a chairman, and the Superin- 
tendent of the State Hospital was present to outline plans for 
the new clinic. Briefly these included visits weekly by a staff of 
three, a psychiatrist, a psychiatric social worker, and a psychologist. 
Special efforts were made to interest the workers of the various 
social and health agencies comprised in the Central Council of 
Social Agencies (which in effect really constituted a sort of com- 
munity chest). 

Results of this intensive educational work have been gratifying. 
More than a hundred and fifty new members to the Mental 
Hygiene Society were obtained as a nucleus, the clinic had 34 new 
cases during the first month of its functioning (on a once a week 
schedule), and public understanding and sympathy for this work 
are well on the way to a practical basis where the general mental 
health of the city of X is bound to be increased. Furthermore the 
clinic was enabled to function to capacity from the very start with- 
out being put to the necessity of marking time while popular mis- 
understanding and distrust were being dispelled. This experience 
merely serves as another example of how necessary it is to create 
a demand and to educate a prospective clientele before your pro- 
duct can be sold. 


SUM MARY. 


1. Mental hygiene believes it possesses a commodity, the sale 
and use of which will help in lightening some of the social, health, 
and economic burdens of every community. 

2. The educational portion of a mental hygiene program must 
be looked on in terms of a commercial problem. 

3. Before this commodity can secure public acceptance, a vigor- 
ous campaign of education and interpretation must be undertaken. 
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The idea of mental health must be thoroughly sold before its prin- 
ciples can be practically applied through clinical measures. 

4. In the process of “ selling” mental hygiene to the lay public 
a disregard for the necessity of getting down to the level of under- 
standing of the average citizen will retard progress. It has been 
found that even when addressing such professional groups as 
general physicians, nurses, and college graduates, one must not take 
for granted any degree of previous knowledge of the subject. 
This may sound dogmatic but a not inextensive experience in such 
work confirms this view. 

5. Not only is education a prerequisite for “ selling” mental 
health, but a proper interpretation of the principles involved must 
go hand in hand with enlightenment. 

6. The best equipped mental clinic available cannot function to 
capacity until a clientele is established and until the public knows 
what it is for, what kinds of cases it treats, and why they should 
not stigmatize or be suspicious of its purpose. This preparatory 
work can only be accomplished through an intensive educational 
campaign, preferably by a neutral, private, and unbiased agency. 

7. Methods of education include use of : 

(a) Lectures. 
(b) Instruction courses. 
(c) Literature. 
(d) Exhibits. 
(e) Legislation. 
DISCUSSION. 

Dr. Burr.—The title is a compelling one—‘‘ Education and Interpre- 
tation ”’—etc., and I was reminded in this, as in a previous paper read before 
the Association this morning, of the remark of a patient at Pontiac a good 
many years ago, who thought himself a poet. It was this: “ We have no 
right to wrong usself: Ze beutiful of zis life is to tak easy time.” Em- 
ployers generally, in this period of the world’s history, are devoting a large 
percentage of their time to making positions attractive, and the employee 
should interest himself in work both for the compensation and because 
of the value of work to himself. The employer makes work attractive 
and the employee should reciprocate. Parents are devoting a large share 
of their time to finding easy street for their children, to prepare for them 
flowery beds of ease on which they may be transported to the skies. The 
desirability of sincere effort on the part of the individual in the development 
of character and in the determination of success, seems to be unknown 
or largely ignored. A mental hygiene association which is interested in 
education, may well concern itself with emphasizing the importance of work 
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to the individual in his own interests—in teaching that everything of value 
is expensive in effort. Employers, as a rule, need not go very much further 
than the point reached in the last two decades in making positions attrac- 
tive. An employee in the Pontiac State Hospital, when asked if she had 
any complaint to make, said the onions were too strong. Now, I do not 
believe we shall ever be able to diminish the strength of onions materially. 
Employees will have to put up with a little adversity. If the Mental Hygiene 
Association can, through its propaganda, develop an interest in work itself as 
determining character, and in evolution of the individual in the right direc- 
tion, especially emphasizing the importance of giving a quid pro quo, much 
may be accomplished. 


Dr. Sanpy.—I believe that Dr. Pratt has made a most practical presenta- 
tion of this very important subject. I wish to speak just a word from the 
standpoint of a representative of a central executive body. It seems to me 
that one of of our most important functions is education, and there are 
countless opportunities for informing the public of the work of a Bureau of 
Mental Health, such as I have the honor of representing. In the first place, 
we are almost in constant daily association with other bureaus which have 
to do with children, with the schools, with education, with the correctional 
institutions, and with the homes and almshouses. We are particularly close 
to the Bureau of Special Education in the Department of Public Instruction. 
Furthermore, we are reaching out more and more constantly and broadly 
in the community through our clinics, by means of our field representatives 
and the representatives of our various hospitals. Through these clinics we 
come in close contact with local welfare associations, charity associations, 
Red Cross associations, nurses, local boards of health, superintendents of 
schools, and so on. Furthermore, a central body, through its bulletins, and 
talks of its field representatives, is in constant communication with the 
public in reference to welfare and mental hygiene problems: and lastly 
it seems to me that our very contact with the legislative representatives, 
while it may be termed by most people lobbying, is an important opportunity 
for education. Surely if we are unable to educate the legislators, we will not 
accomplish much more in furthering our own work. 


Dr. Pratt (in closing).—The chief point I wished to bring out in this 
paper is to again emphasize that no matter how elaborately equipped or 
how scientifically staffed a community mental health clinic may be, it can- 
not function to its capacity until or unless considerable intensive educational 
work precedes it; furthermore that because human nature is as it is, this 
educational work is apt to be much discounted if carried on by the same 
organization that conducts the clinic. Suspicion and distrust of almost all 
phases of mental health work is ever present in the minds of a majority 
of the public and the stigma of which I spoke is anything but chimerical, 
as almost any private or clinic psychiatrist will affirm. Before community 
mental health clinics can be patronized as freely as nose and throat clinics 
or lung clinics—the goal which all mental hygienists are seeking—a vigorous 
and intensive campaign of education must be undertaken. 
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With the growth in the number and population of institutions 
for the care of the mentally ill, there has developed a large body 
of laws covering the various means by which such persons may be 
admitted and detained. It has long been recognized that persons 
suffering from mental disease frequently are affected to such an 
extent that others must act for them, and consequently all the 
states of the Union have laws providing for the commitment of 
such persons to institutions for their care." These commitment laws 
vary considerably in their provisions, but it is not necessary here 
to discuss them at length. The essence of commitment is the en- 
forced detention under legal authority in an institution. As deten- 
tion involves the loss or limitation of the patient’s liberty, it must 
have the sanction of the law. The fifth and fourteenth amend- 
ments to the Constitution of the United States provide that no 
person shall be deprived of his liberty without due process of law, 
and this phrase has been interpreted in many states as requiring a 
a trial before a jury. At this trial a person is charged with insanity 
and the jury must decide whether or not the charge is sustained. 
Quite aside from the unfortunate mental effect upon the patient, one 
can readily understand the dislike and fear which the relatives of 
the patient must feel at the thought of his being thus placed, at 
least in the eyes of the law, in the same class with criminals. Where 
laws of this nature prevail, the tendency is bound to be to keep the 
patient at home until his condition becomes so serious that it is 
utterly impossible further to do so. In other words, only advanced 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
Association, Detroit, Mich., June 19, 20, 21, 22, 1923. 

*See Koren, Hamilton and Haber: “ Summaries of State Laws Relating 
to the Insane,” published by National Committee for Mental Hygiene 
(1917). (At least eight States have adopted voluntary admission laws 
since this book was published.) 
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cases will be sent to the hospital, with the result that the chances 
for recovery are decreased and that the likelihood of injury to the 
patient or to others in the community is made considerably greater. 
Decisions of courts as to the necessity of jury trial before commit- 
ment are not in agreement. The Supreme Court of Rhode Island, 
for instance, in one case* held: “due process of law means at 
least some legal procedure in which the person shall have an oppor- 
tunity to defend himself.” A similar statement is found in a 
Minnesota case.” On the other hand, the Supreme Court of Massa- 
chusetts * is on record as stating that due process of law does not 
require a jury trial in states where the usage and statutes do not 
call for it, and it held that the patient’s right to institute judicial 
proceedings is a sufficient protection of his liberty. In an Iowa 
case,’ the court maintained that the provisions against depriving one 
of his liberty without jury trial apply only to criminal prosecutions, 
and not to cases where the question of insanity is to be tried. In all 
states, whether or not a jury trial is required, the right of habeas 
corpus is preserved, and this writ may be petitioned for by the 
patient or by any friend or relative in his behalf; however, no 
matter how simple the process of commitment, it is inevitable that 
the families of patients may hesitate to encumber themselves with 
legal red tape until the patient’s case is so far advanced that hope of 
successful treatment is not great. 

It was early recognized in Massachusetts (1881), Maryland 
(1886), and Virginia (1887) that some provision should be made 
for the voluntary admission of patients to institutions for the 
insane. Due very largely to the influence of this Association, the 
number of states adopting the voluntary admission law has stead- 
ily grown, until at present no less than 28 states have such a law.° 


* Doyle, Petitioner, 16 R. I. 537. 

* Cf. State vs. Billings, 55 Minn. 467. 

*Re. Dowdell, petitioner, 169 Mass. 387. 

* Black Hawk County ws. Springer, 58 Iowa 417. 

* California, Colorado, Connecticut, Illinois, Indiana, Kansas, Louisiana, 
Maine, Maryland, Massachusetts, Michigan, Minnesota, New Hampshire, 
New Jersey, New York, North Carolina, Ohio, Oklahoma, Oregon, Penn- 
sylvania, Rhode Island, South Carolina, South Dakota, Utah, Vermont. 
Virginia, West Virginia, Wisconsin. 

In addition, Iowa has a voluntary admission law applying to the State 
Psychopathic Hospital. 
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The purpose is primarily to give to persons in the early stages of 
mental disease an opportunity to secure treatment. It is generally 
recognized that many patients with incipient cases of mental disease 
have good insight, and that their condition is one which is amenable 
to treatment. These patients, however, very often are not suffi- 
ciently affected mentally to be committable, and would certainly 
hesitate to seek admission to a hospital were it necessary to under- 
go judicial proceedings. There are certain features of the law 
which are of more or less general interest and which it is my inten- 
tion to present. 

Of the 28 states which now possess voluntary laws, five (Colo- 
rado, Louisiana, Oklahoma, North Carolina and South Carolina) 
employ the law practically not at all on account of lack of hospital 
accommodations, and several of the other states would use it to 
a considerably greater extent than they do if their facilities per- 
mitted. In Ohio each hospital may have only five voluntary 
patients at one time. Most of the states which are so situated as to 
accept voluntary admissions without such restrictions report that 
voluntary cases make up from 5 to 22 per cent of their total ad- 
missions. The proportion received by private institutions is, of 
course, considerably greater, usually being about 75 per cent or 
more of the total admissions. This striking difference is probably 
due very largely to the fact that private institutions can offer more 
attractive surroundings and special privileges which cannot well 
be accorded in state hospitals. Another factor is that in certain 
states commitments cannot be made to private institutions, so that 
all persons received by them must come on a voluntary basis. 

Voluntary patients are admitted to most state hospitals whether 
or not they are able to pay for their maintenance. In certain states, 
however, only those who can pay are admitted (Colorado, Penn- 


*Kansas, Maine, New York, 5 per cent; California, 6 per cent; Con- 
necticut, Minnesota, Vermont, 7 per cent; New Hampshire, 9 per cent; 
Illinois, 12 per cent; Massachusetts and Wisconsin, 14 per cent; West Vir- 
ginia, 15 per cent; New Jersey, 16 per cent; Michigan, 22 per cent. These 
figures represent approximate averages for the State Hospitals, including 
Psychopathic Hospitals. Iowa is not included, as the State Hospitals are 
not permitted to receive voluntary patients. The percentage for the Psy- 
chopathic Hospital is 45. 
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sylvania,” South Dakota, Virginia and West Virginia). In Michi- 
gan voluntary indigent patients may be admitted only with the 
approval of the probate court. 

The requirement that a patient shall pay the cost of maintenance, 
of course, limits the value of the law considerably. It is the early 
cases among the less well-to-do whom we should attempt espe- 
cially to reach. These persons, by reason of lack of means and 
understanding on the part of their relatives, cannot be given ade- 
quate supervision or care and the state would find it desirable to 
encourage incipient cases among this class to seek early hospital 
treatment. 

In Illinois, a patient must file his application with the county 
judge, and if the judge approves he may be admitted to the hos- 
pital. In other words, the judge is asked to pass upon a case of 
mental disease which very frequently does not exhibit any legal 
complications. In addition, this law gives a legalistic flavor to the 
admission, which is just what the voluntary law is designed to 
obviate. In practice, it is found in Illinois that the judges occa- 
sionally approve voluntary applications made by persons who are 
unable to comprehend the significance of their act. Needless to say, 
this feature is not a desirable one from the hospital’s point of view. 

In South Dakota and West Virginia, application is made to the 
state commission rather than to the superintendent of the hospital. 
It would seem only fair to give the superintendent, who is respon- 
sible for the patient’s treatment, an opportunity to pass upon the 
latter’s desirability ; however, in practice this arrangement seems 
to work out satisfactorily. 

As for the types of patients admitted, the practice is not uniform. 
In some states alcoholics and drug addicts are admitted as volun- 
tary patients. The authorities in states which do this, however, are 
unanimous in reporting that the treatment of these two types on 
a voluntary basis is wholly unsatisfactory. These patients come 
to the hospital suffering from the acute effects of alcohol or drugs. 
As soon, however, as these effects have passed off, they become 
restless, leave, and resume their old habits. Even while they are 
in the hospital they are sources of considerable annoyance, making 


*A proposed amendment to the present Pennsylvania law permits the 
support of voluntary patients at public expense. 
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other patients discontented, disobeying the rules, and in general 
undermining the morale. In some states where patients of this type 
were formerly accepted, they are now refused admittance as volun- 
tary patients. 

The patients who seem most suitable to take advantage of the 
voluntary admission law are those suffering from psychoses in the 
early stages, and from psycho-neuroses. The psychosis most fre- 
quently represented is manic depressive. In New York, for in- 
stance, this group constitutes practically one-third of the total 
number of voluntary admissions. It is especially interesting to note 
that considerably over half of these are readmissions. This is 
perhaps as we might expect, since not infrequently we find that 
a patient suffering from a recurrence of this psychosis himself 
recognizes the symptoms and the desirability of treatment. A group 
which has usually nearly as many admissions is that of the neu- 
rotics and psycho-neurotics. In these cases, of course, the patient 
is acutely conscious of the fact that he is not normal, and as a 
rule very little difficulty is found in inducing him to seek treatment. 

A psychosis with a fair representation is dementia preecox. Here 
again, especially in the simple and hebephrenic types, we find often 
a long prodromal period, during which the patient may have com- 
plaints of one sort or another for which he is willing to receive 
treatment. Insight in some of these cases, as we know, is well pre- 
served, and so these patients are not infrequently eligible as volun- 
taries. Some patients are received who are suffering from psycho- 
pathic personality, but this group is fairly small, and the others, 
such as general paralysis, senile psychosis, and so on have only a 
scattering representation. 

The chief difficulty which is encountered in the treatment of 
voluntary patients who are able to comprehend their situation is 
that they sometimes become restless and impatient, and are prone 
to give notice and to leave the hospital before it is for their best 
interest to do so. This is especially true probably of the pracox 
patients, who are likely to be vacillating and uncertain in all their 
decisions. We are all familiar with cases in which a patient appar- 
ently desirous of receiving treatment has promised faithfully to 
remain for a sufficient length of time to obtain benefit, and yet 
who within a week or two would give notice of his intention to 
leave. These patients are sometimes inclined to be critical and to 
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demand special attentions. Their resentment at being placed on 
closed wards is familiar, and yet such restraint is usually essential 
to their proper treatment. In Germany and Austria,’ voluntary 
patients were formerly, at least, kept on open wards, but it is the 
practice in most of the states of this country to subject voluntary 
patients to the same conditions of treatment as those regularly 
committed. When the patient makes application, he should be 
given to understand that he will be expected to abide by the rules 
of the institution and that the authorities will provide for his 
treatment in the manner which they consider best. 

In general, we may say that voluntary patients require the exer- 
tion of a considerable degree of patience and tact on the part of 
the hospital staff. Nevertheless, in spite of these disadvantages, I 
am convinced that the voluntary law is a valuable one from the 
psychiatric and social points of view, encouraging as it does the 
early treatment of mental disorders. Treatment in the early stages 
of psychoses may easily prevent injury to the patient or to those 
about him and in addition it means usually a shorter and more 
favorable course. 

In addition to the psychiatric aspects of the voluntary admission 
law, there are some legal phases which it may be well to call your 
attention. The signing of the application by the patient and its 
acceptance by the hospital constitute an agreement. On the one 
hand the applicant agrees as one of the conditions that before 
leaving he will give written notice, the length of such notice being 
specified in all but two states.” On the other hand the hospital 
agrees as its consideration to furnish care and treatment for the 
applicant. So far as I am aware, this particular matter has never 
been called in question in the courts. In a recent opinion, however, 
the Attorney-General of New York stated” that “a contractual 
obligation exists between the patient admitted and the hospital.” It 
would appear, therefore, that we are justified in referring to this 


*H. Schléss: “ Zur Frage der freiwilligen Aufnahmen,” Int. Kong. z. 
Firsorge f. Geistenkr. Off., Berlin, 1910. Halle, 1911, IV, 908-17. 

See also, Wyler, M., “ Précis of conditions under which lunatics are 
received in Continental Asylums.” Brit. Medical Jour., 1906, i, 78. 

* Louisiana, length of notice not mentioned in the law. South Dakota, 
on demand. 
* Opinion rendered to State Hospital ommission, Oct. 26, 1922. 
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agreement as a contract. The question then arises whether a con- 
tract of this nature is binding, involving as it does the loss for a 
certain time of the applicant’s liberty. It is, of course, a familiar 
principle of law that any contract which is against the public policy 
is void, and this principle might be considered by some to apply to 
this particular type of contract. I doubt, however, whether such is 
the case. 

The courts have not infrequently recognized the right of 
hospitals to restrain insane patients so long as it is necessary for 
their own safety or that of others, even though there has been no 
formal judicial procedure, the chief condition being that such 
restraint shall be necessary for the’ good of the patient or the 
public and that it must be reasonable and in good faith. Chief 
Justice Shaw, of Massachusetts, in one case™ said that the right 
to restrain the insane is found in the great iaw of humanity and 
that such restraint may continue as long as the necessity for it 
continues, and the Supreme Court of Michigan™ stated that it is 
justifiable to restrain the insane of their liberty with a view to cure 
as one might restrain a person in the delirium of fever. It will be 
seen that in these cases the courts admit restraint as an essential 
part of the treatment of mental disease, and as such recognize it 
as proper and justifiable. Such restraint is permissible, indeed, 
even if the person needing it had not given his consent. There 
would seem, therefore, to be very little room for doubt as to the 
right of a person possessing sufficient mental ability to consent 
to give up his liberty of his own free will™ for the purpose of 
receiving treatment for the mental disorder from which he is 
suffering. 

If fraud or coercion is employed in obtaining one’s consent the 
agreement is not binding. This principle would apply to voluntary 
applications as it would to any other type of agreement, but it is one 
which I think is generally negligible. Fraud, I am sure, we can 


* Re. Oakes, 8 Law Reporter 122. 

* Van Deusen vs. Newcomer, 40 Mich. 90. 

“The laws of Virginia and West Virginia provide that the application 
may be signed by the patient, his guardian, relative, or next friend. It is, 
I think, obvious that unless the patient himself signs, the term “ voluntary” 
is hardly applicable. My discussion does not refer to agreements made by 
others in the patient’s behalf. 
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safely rule out ; it is the practice of superintendents throughout our 
country to make sure that the meaning of the application is ex- 
plained to the patient so that at the time of his admission at least 
he is fully aware of his status. I think that as a rule the amount of 
coercion by members of the patient’s family is not great, since in 
cases in which the patient is unable to see the value of treatment 
a commitment can be fairly easily obtained. I shall refer to this 
matter later on in the discussion of a case which was recently 
argued before the Supreme Court of Massachusetts. 

The matter of competency is a difficult one to settle and must be 
decided in each individual case. The distinction between the words 
“insane ” and “ psychotic ” is not always borne in mind by the laity, 
or even by jurists. As psychiatrists we recognize that certain per- 
sons suffering from abnormal mental states may retain sufficient 
judgment to comprehend matters of business and to act on them 
properly. The courts have even held that patients may be commit- 
table and still able to conduct business. In one Massachusetts case ™ 
the court stated that an order of commitment was not sufficient 
to deprive the patient of the care or control of his property and that 
it was not admissible to prove his insanity, and in another case ™ 
the same court said that a man may be a proper subject for treat- 
ment and custody and yet have sufficient mental capacity to make 
a will, transact business, and be a witness. From these decisions it 
would appear that the words “ competent ” and “insane” are not 
necessarily contradictory. In general, however, the statutes appear 
to interpret them as being opposite in meaning. 

In some states, for instance, the law says specifically that every 
applicant for voluntary admission must be competent, whereas 
in other states it says that his condition must be “ such as to render 
it illegal to grant a certificate of insanity.” The voluntary admis- 
sion law of 15 states” carries a provision to this effect worded in 
one of the two ways given above, and the superintendents in prac- 
tically all of the other states which permit voluntary admissions 


* Leggate vs. Clark, 111 Mass. 308. 

* Kendall vs. May, 10 Allen 509. 

* California, Colorado, Indiana, Maine, Maryland, Massachusetts, Michi- 
gan, New York, Ohio, Oklahoma, Oregon, Rhode Island, South Carolina, 
Utah, Virginia. 
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insist upon competency as a prerequisite to admission under this 
law. This question is one which must be decided by the admitting 
physician, although in seven states” the certificate of one or two 
physicians not connected with the institution is required in addi- 
tion, the certificate usually stating that the patient is in need of 
treatment and is competent. 

The question of competency is one which has been brought up 
before courts in numerous cases, and the authorities are agreed that 
insanity is a fact to be determined by a jury on the basis of the 
symptoms of mental disease as it exists in the individual case, 
and that positive rules for its determination cannot be laid 
down.” * On the judgment of the admitting physician depends 
the amount of potential difficulty which may be encountered in con- 
nection with voluntary admissions. If the applicant is competent 
and is not acting under coercion or fraud, the contract under which 
he enters the hospital as a voluntary patient may safely be con- 
sidered as binding. 

One of the usual provisions of the voluntary application is that 
the applicant agrees to give written notice before leaving against 
advice. In Ohio, the agreement is to remain 60 days, at the end of 
which time the stay may be extended by executing another applica- 
tion. In Oregon and Pennsylvania * the agreement is for 30 days, 
with the privilege of renewal. This seems like a long time to the 
patient, and it might easily be that conditions could arise before 
the end of the period which made it desirable for him to leave. 
A specification of this sort, therefore, would probably serve as a 
deterrent, and thereby decrease the usfulness of the law. South 
Dakota is the only state in which the law permits a voluntary 


* Indiana, Kansas, Michigan, North Carolina, Ohio, Utah, Wisconsin. 

* Wharton and Stillé: ‘“ Medical Jurisprudence,” 1905, p. 542. 

See also, Gardner vs. Lamback, 47 Ga. 133; Perry vs. Pearson, 135 Il. 
218; 25 N. E. 636.: “ The contract stands if the party retains full compre- 
hension of the meaning, design and effect of his acts.” Graham vs. Clapp, 
184 N. W. 320. 

* Fenning, F. A., “ Voluntary Submission to Treatment and Custody in 
Hospitals for the Insane.” J. A. M. A., 1912, lviii, 1104. 

A general discussion of the voluntary admission law, with special refer- 
ence to the legal aspects. 

= The proposed new law in Pennsylvania provides for release on 10 days’ 
written notice. 
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patient’s release on demand. One state requires 48 hours’ notice ; * 
nine states” call for three days’, two for five days’,“ three for 
seven days’,” and eight for 10 days’.* 

The purpose of a definite notice is twofold; if the patient is in 
fit condition to be released, it gives opportunity to notify his family 
and arrange for his care after leaving the hospital ; if his condition 
demands continued detention, it gives the hospital authorities a 
chance to obtain judicial or other authority for keeping him, this 
usually taking the form of a regular commitment. The required 
length of notice should provide for these purposes, and should not 
be longer than necessary for them. Under ordinary conditions, it 
would seem as if three days should be ample. 

It should always be borne in mind that there are two parties to 
the voluntary agreement, and that if the patient is bound to give 
notice before leaving, the hospital is equally bound to accept such 
notice unless it is inimical to the patient’s interests. If the latter is 
the case, then judicial sanction should be obtained in order to 
protect the hospital. In West Virginia the law provides that the 
permission of the superintendent must be obtained before the 
patient is allowed to leave, even if notice has been given. The 
attorney-general “ has confirmed this provision in an opinion, and 
I have mentioned several decisions which would probably bear him 
out. The Massachusetts case which I shall mention, however, 
would suggest the desirability of commitment if requested release 
is not justifiable. 

A situation sometimes arises in which a patient who has been 
admitted voluntarily while mentally fairly clear loses touch with 
his environment to such an extent that he is unable to comprehend 
his status. This may occur in nearly any case, and in such an 
event the question is likely to arise whether further steps should be 


Vermont. 

* Colorado, Illinois, Maryland, Massachusetts, Michigan, Minnesota, 
New Jersey, Oklahoma, Rhode Island. Three days’ notice is also required 
at the lowa State Psychopathic Hospital. 

* West Virginia, Wisconsin. 

* California, New Hampshire, Utah. 

* Connecticut, Indiana, Kansas, Maine, New York, North Carolina, South 
Carolina, Virginia. 

* Opinion No. 230. 27th Biennial Report, Attorney-General of West 
Virginia, p. 185. 
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taken or whether it is policy to continue the patient on the voluntary 
status. Many superintendents have held that an agreement made 
by a patient while in possession of most of his mental faculties 
should be considered binding, even if the patient was no longer able 
to realize his situation. Their position is that the patient has sig- 
nified his desire to be cared for, and that since his condition has 
become such that he is unable to act for himself, it should be as- 
sumed that he desires this care to be continued. Some superinten- 
dents look upon it as a breach of faith to commit a patient under 
these circumstances. As a matter of fact, patients who have been 
committed during a period of confusion or excitement are likely 
to feel later on a very distinct resentment at having had such pro- 
ceedings undertaken. They can point to the fact that the superin- 
tendent agreed when they entered to permit their release after 
a certain written notice was given, and that this agreement has 
been broken by having them committed. That there is some jus- 
tice in this view must be admitted, yet the question of legality can- 
not be overlooked. It is true that some of the cases which I have 
cited would appear to justify such continued restraint without 
further legal procedure, but in an opinion recently handed down 
by one of the justices of the Supreme Court of Massachusetts,” 
the opposite view was taken. This decision is of especial interest 
as being the first one to discuss the voluntary admission law as such. 
The case was one of a girl, who had previously been committed to 
a private hospital. She had been discharged from that institution 
and subsequently had been re-admitted, this time as a voluntary 
patient. Some time later, in connection with a dispute over her 
property, a writ of habeas corpus was requested in behalf of the 
patient, it being alleged at this time that the patient had been fraud- 
ulently induced by persons supposedly her friends to sign the 
voluntary application, and that she was, therefore, illegally de- 
tained in the hospital. The case was argued at some length and 
received much newspaper notoriety. The justice held on the basis 
of the report of alienists who examined her at the time of the hear- 


* The remarks referred to were made by the justice at the close of the 
hearing on the petition. I understand that the decision was not officially 
filed with the clerk, and that it therefore will not appear in the Massachu- 
setts reports. 
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ing that the patient was insane and that at the time of her making 
the application she was not mentally competent. He held, therefore, 
that the application was void, but inasmuch as the patient’s con- 
dition was such that she was unable to care for herself or to be 
cared for properly outside of an institution he refused to issue the 
writ to discharge her.” He implied very strongly that the patient 
should have been regularly committed as soon as her condition 
became such that she was insane and incompetent to make voluntary 
application. His instructions were that the patient should be regu- 
larly committed, and he left the matter with the understanding 
that if commitment was not obtained, he would issue the writ. The 
patient was regularly committed immediately thereafter, and since 
then no further difficulties have arisen along this line. The opinion 
of the justice served to show what the trend of future decisions was 
likely to be in connection with voluntary patients, and the attention 
drawn to the case by the press was such as to render it likely that 
questions relating to this law might again arise. In order to avoid 
the possibility of any further episodes of this nature, regulations 
were adopted by the Massachusetts Department of Mental Diseases 
as follows: 

I. No minor shall be received as a voluntary patient. 

II. No person shall be admitted as a voluntary patient if he is commitable 
as an insane person nor unless he is fully competent to understand the 
conditions of such admission and his rights in the matter of discharge, and 
would be able to convince a court of such competency. 

A person so admitted shall be given a copy of his application, and should 
he give oral notice to a medical officer of the institution that he desires 
to leave, a written notice to that effect shall be prepared and offered him 
for signature. 

III. Should the mental condition of a voluntary patient so change as to 
render him incompetent to understand his status or to necessitate forcible 
restraint or detention, steps must be taken at once for his commitment or 
discharge, and if the person responsible for or representing him object to 
his commitment, the matter shall be reported by the superintendent to the 
Department, which will investigate the case and may take action as provided 
by Section 23, Chapter 123, General Laws. 

IV. All voluntary patients now in the institutions are to be held sub- 
ject to the conditions set forth in III of these regulations. It is contrary 
to the intent of the voluntary statute that persons admitted under its pro- 


* Such refusal has good precedent. See Denny vs. Tyler, 3 Allen 225: 
Re. Dowdell, petitioner, 169 Mass. 387 (supra). 
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visions should remain permanent residents of institutions in that standing. 
It is therefore advised that the several superintendents carefully review 
their voluntary cases and either discharge or have committed those of long 
standing. And in general, it is deemed inadvisable to continue a patient 
in the voluntary status beyond the period of twelve months, nor should a 
voluntary patient be carried as a visitor for longer than 48 hours. Voluntary 
cases now in the institutions falling outside these regulations or such cases 
seeking admission must be referred to this Department. 

A study of these regulations will show that the suggestions given 
by the justice have been carefully followed and that the likelihood 
of further difficulties has been thereby eliminated. Much as this 
decision may limit the usefulness of the voluntary admission law, 
it will at least point the way by which the rights of the patient may 
be kept secure and criticism of the hospital may be avoided. 


CONCLUSIONS. 


The voluntary admission law is a useful provision from a psy- 
chiatric and social point of view, encouraging early treatment and 
thereby hastening recovery in many cases. 

To be most useful it should be open to all suitable applicants, 
whether or not they are able to pay for their maintenance. 

Patients with practically any form of psychosis in the early stages 
are admissible, as are also psychoneurotics. 

Alcoholics and drug addicts cannot be satisfactorily treated 
on a voluntary basis. 

A voluntary application is a form of contract which is valid if 
the patient is competent and is acting of his free will. 

Only persons who are competent should be allowed to enter as 
voluntary patients, and committed if they later become incompetent. 

The length of required notice should be only sufficient to allow 
time to notify the patient’s relatives that he is about to leave or 
to have him committed in case release is not advisable. 

The voluntary admission law was first called into question before 
the Supreme Court of Massachusetts in 1922, and this court ren- 
dered a decision which is valuable as indicating the proper pro- 
cedure in certain cases. 


DISCUSSION. 


Dr. RuGcies.—I could not help thinking as I heard the last paper, it was 
too bad the time was so late that we could not hear the whole paper and go 
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into careful discussion. This subject is one of the subjects on which this 
Association might do constructive work. 

We must look at the whole problem from the medical point of view, 
but on the other hand there is the legal viewpoint. There is the protection 
of the legal rights of the individual and there is the necessity of the hospital 
guarding against the action of the unadvised or unscrupulous laymen. As 
medical men we must have recourse to the voluntary admission. The ques- 
tion of inability to enter as a voluntary patient on account of financial 
reasons is descried. The state law which makes it impossible for a patient 
to be a voluntary case because he has no means is of course the greatest 
injustice to those for whom the voluntary admission is most beneficial 
as we who are medical men have seen. Of course, if we could, we would 
extend it very much. We would safe-guard it as carefully as possible and 
it is apparently in the safe-guarding the matter of voluntary commitment 
that the whole question has arisen. As Dr. Overholser said, it came to a 
point as to whether the patient under commitment was fully competent. 
Individuals can make contracts previous to the time they develop a frank 
psychosis and are committed to a hospital, and these contracts are held to 
be valid; and yet the contract made by a patient who has knowledge of what 
he is doing when signing a voluntary application for admission, is apparently 
not held valid after the patient becomes mentally ill. It seems to me that 
this point should be taken up in its legal aspect and interpreted as broadly 
and humanely as possible from the medical point of view. 

In Butler Hospital we have always tried to keep voluntary commitments 
very sacred and a patient having entered into that contract and wishing to 
leave the hospital is always allowed to leave unless it is absolutely certain 
that he would be a great menace to himself or the community. In that case 
the patient is told other arrangements must be made and arrangements are 
made for his commitment. 

It would seem a very worthy cause if this Society would have some 
general program for the question of commitment. The question of the 
financial responsibility of the patient, as to the necessity of court commit- 
ment, or question of voluntary commitment, or whether through court or 
through, as some states provide, the medical certificate, should be con- 
sidered. If these things could be carried out in a uniform way throughout 
the country, it would be a splendid achievement. This would be one of the 
greatest forward steps for the medical oversight of the whole problem 
of mental disease. 


Dr. SAMueL W. HaAmitton.—That this matter should be brought before 
us at a time when the voluntary admission movement has had a setback in 
the state where it was founded is, I think, very timely. 

I want to make just two points: 

(1) If a man has an accident in the street and goes to a hospital and the 
radiogram shows that he has a fracture at the base of the brain, he will 
be kept there until some sort of provision is made for his suitable care 
and it won’t make any difference whether he protests or not; but if the 
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X-ray does not show he has a fracture of the skull, various legal restric- 
tions stand in the way of proper care. What can be done? I think the 
sooner that distinction is swept away, the better for the patients. The time 
is coming when some of those old safeguards, erected by legal authority 
and legal decision so that scheming relatives could not act in collusion with 
the superintendent of the state hospital and hold some sane person behind 
the bars, can be swept aside. In that connection think of the alcoholic. 
Though deprived of liberty in a hospital, still there is no question raised 
as to whether the man with alcoholic delirium should be sent to the hospital ; 
once in the hospital he stays there until his delirium is over. 

2. I remember the time when many hospital administrators were very 
careful as to what patients they allowed to leave the hospital. There was 
a grave question as to whether the community would be menaced. But now 
we have social service workers in the field and thus is this problem 
solved. 


Dr. Hosss.—During the past 21 years I have admitted 2400 voluntary 
patients, and during that time I have had two suits entered against the 
institution. Both suits came up before the Supreme Court of Ontario, and 
in one case the Chief Justice of Ontario presided. Both judges held that I 
could detain a patient who signed a form of commitment for any physical 
or nervous derangement that might result in mental disease unless they 
gave a three days’ notice in writing to leave. 

The second judge said to the ex-patient (I will call him George Adams) : 
“Ts that your writing?” Adams said “ Yes, it is my writing, but not my 
signature.” The judge asked him again, “Is George Adams your name?” 
The former said “ Yes, George Adams is my name,” but he still continued 
to argue that it was his writing but not his signature. The judge imme- 
diately dismissed the case. 

My lawyer constantly argued with me that I was wrong. He says you 
may admit a patient in the early stages of mental trouble as a voluntary 
patient, but if the patient develops into an acute mental case, you should 
have the patient committed, that is on two doctor’s certificates for involun- 
tary committal. He and I have argued the question for 21 years, but in both 
cases in which the institution was sued both judges ruled in favor of the 
institution. The revision judges allowed the clause to stand in the statutes 
recognizing it to be a good law so that patients may admit themselves saving 
them a certain amount of publicity. They lay down the law, however, that 
a patient must give notice in writing and that a verbal notice is not legal. 
This voluntary clause applies to private institutions in Ontario for the care 
of borderland or mental patients which are constantly inspected by boards 
appointed by the government, the chairman of which must be the county 
judge. 


Dr. Rospertson.—I will only say a word in regard to the subject of com- 
mitment on emergency forms. In Connecticut any physician may make a 
certificate that the patient is insane and needs immediate hospital care and 
treatment. The patient may be held upon this for 20 days. 
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We also have voluntary commitment, the legality of which has never 
gone to the Court of Appeals, but patients are being received under that all 
the time. It simply reads: “I desire to be admitted as a patient in this 
institution for care and treatment,” and they sign their name, but we take 
the precaution to have two witnesses. 

We had a rather unfortunate experience. A woman was admitted upon 
a voluntary application and stayed for two years. She had a great deal 
of liberty. Friends came frequently to call and she often dined in town. 
One day she went downtown and from there went over the line into 
New York State and then went home, and we did not hear from her for six 
weeks, and then Stanford Hall was sued for $35,000 damages for illegal 
detention, and other charges. It was very embarrassing and we went to 
court on the issue. We had her sign a voluntary commitment. We also 
had two witnesses to her signature which we were able to produce. I think 
the case would have been won without going to the jury had she not 
denied signing. The judge held that we had to prove the fact that it was 
her signature. Very fortunately she had written some letters and I had 
one letter at my home in which she had written a poem regarding the 
institution, and which she had signed. I was able to produce this letter 
and the signature corresponded with the signature on the commitment blank 
and then we had the two witnesses come and testify as to fact before the 
jury. The jury held it was identical, and gave a verdict for us. So, in that 
case, voluntary commitment was a good thing, however it cost us quite a 
bit of money. 

I have instituted the system of requiring all voluntary patients to sign 
a new voluntary application every six months. This brings the matter 
down to a much nearer date in case of any trouble and shows a continuing 
purpose. 


Dr. OVERHOLSER (in closing).—I wish to bring up just one or two points. 

Oral notice was spoken of. In Massachusetts if any voluntary patient 
gives oral notice to one of the medical officers, that officer must see that 
written notice is prepared so that the patient is free to go, if he wishes 
to sign the notice. 

Another of our instructions is that as a rule a patient is not to be kept 
more than 12 months on a voluntary basis. 

I was very much interested to hear of the Ontario case, and to know 
that in that instance the hospital was sustained. 
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THE CONTROL OF SLEEPLESSNESS.* 


By ROSS McC. CHAPMAN, 
Superintendent, Sheppard and Enoch Pratt Hospital, Towson, Md. 


Sleep is a psychophysical phenomenon, the occurrence of which 
is essential to the well-being of the individual. Its mechanism is, 
however, not as yet understood. 

Sleeplessness, outside that due to interruptions originating in 
the environment, is a symptom whose etiology is as varied as the 
physical and mental abnormal conditions of which it is an unhappy 
incident. There is no symptom the combating of which may require 
more careful general study of the patient and his surroundings 
or keener psychiatric insight in order to determine its reason for 
being. Local irritation or pain, toxic states, intense fatigue, un- 
comfortable environmental stimuli, business or domestic worries, 
and the threatened eruption of unconscious intolerable repressed 
material illustrate in part the gamut of etiological possibilities. 

At the outset I should say that the treatment of sleeplessness is 
the treatment or removal of the condition underlying it. Physical 
causes are varied and numerous. A possible physical etiology 
should be diligently sought for in all cases, obscure or otherwise, 
where sleeplessness is present. With this statement I shall dismiss 
in large part the innumerable organic illnesses in which insomnia 
may be found as an annoying or serious symptom. It should be 
stated, however, that in sleeplessness, occurring as an evident 
symptom of organic disease, there is probably some contribution 
on the part of conscious or unconscious mental factors. In the case 
of insomnia incident to a neurosis, psychoneurosis, or a more 
serious mental state, or occurring apparently as an independent 
condition, there is also probably a concomitant physical factor. 

Patients applying to the physician for relief from insomnia often 
require close study, physical, mental, and from the point of view 
of environmental influences, before the cause is discovered and 
intelligent treatment instituted. The history of the case must 
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embrace consideration of the time and the circumstances surround- 
ing the onset of the symptom (change of occupation, change of 
residence, disturbing worries, business or otherwise, for instance, 
which may have been coincident with onset). Sleeping habits, the 
routine preparation for sleep which has been followed, conditions 
of light, temperature and ventilation, the comfort of bed and 
amount of covering should be inquired into. Does the patient 
sleep alone, or has he a bedfellow or roommate on whose account 
he compromises as to conditions for sleeping? What is the nature 
of the interruptions of sleep, and how frequently do they occur 
(the awakening of children, the ringing of the telephone bell) ? 
Inquiry should be made as to diet, as to regularity and time of 
meals, as to personal hygiene, as to bad habits (drinking, excessive 
smoking), as to habits of exercise, the bathing régime, etc. What 
are the nature and hours of occupation? An important line of 
questioning should concern itself with the mood and mental content 
before retiring and while waiting for sleep. Are there worries 
or obtrusive emotionally charged ideas? What are the indications 
of unconscious disturbing conflicts? What is the attitude toward 
sleep itself? Has the patient come to accept the postponement of 
sleep as inevitable—a habit formation ? 

These are the lines, with others, that may suggest themselves, 
along which the physician should conduct his investigation as to 
cause. The treatment is often found to require only the application 
of common sense, though many times the condition offers thera- 
peutic difficulties. Solutions of the problem frequently found in- 
clude individual sleeping rooms, special provision for caring for 
children at night, the prescription of a vacation, of exercise selected 
for the individual’s needs, the ordering of a rational daily régime 
with specific directions as to hours of work, recreation, regularity 
of meals, diet, etc. Special psychotherapeutic measures of treat- 
ment will be discussed later. It should always be remembered that 
sleepless patients tend to exaggerate their condition. 

Let us now consider the problem of sleeplessness offered by the 
more serious mental illnesses. With the knowledge we have today 
of mental mechanisms, we should have a keener understanding of 
our sleepless patients than ever before. 

From the purely mental point of view we may understand the 
sleeplessness of one well-known group of psychoses as the natural 
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by-product of an intense pressure of psychomotor activity main- 
tained as a defense against the breaking through into consciousness 
of intolerable unconscious material. These are the manic excite- 
ments. Another group where this symptom often offers a grave 
problem is that of the agitated depression accompanied by fear. 
Here again the whole reaction seems to reflect a great effort at 
suppressing a threatened eruption. Erotic and unsocial wishes 
in conflict with ethical training are frequently found near the 
surface in our cases of involutional melancholia. In states of panic, 
the frequently seen homosexual panics where the patient is in 
fear for his life, there may be an undisguised terror of sleep. Also 
the insomnia of the war neuroses, as well as a similar condition 
occurring in civil life, is found to be incident to the overwhelming 
of the individual by a situation intolerable to the instinct of self- 
preservation rather than to the more directly egotistic strivings. 
The following briefly sketched cases are illustrative: 


S. L.—Female, 56, married, no children. Makeup bright, vivacious 
at times, at others quiet and retiring. Husband a clergyman, sexually ab- 
stinent, inefficient and depended largely on her. At the involution period she 
became tense, agitated and depressed, and with illness of her husband when 
it was necessary to give up her home she grew more restless, irritable and 
uneasy. There developed the tendency to early morning anxiety which 
calmed to a fair comfort in the late afternoon and evening. Sleep was fairly 
comfortable with many intervals until two or three a. m. when she was 
awakened and overwhelmed by disagreeable thoughts on unacceptable 
topics—sex, obscene ideas, and so on. This early morning anxiety was in 
her case very distressing. She admitted frank wish-fulfilling dreams, and 
great conflict followed, so that she tried to prevent the disagreeable experi- 
ences through fighting off sleep. 


E. A.—Female, middle aged, efficient, intelligent, serious-minded philan- 
thropic; a clergyman’s wife, six children; depressive tendencies ; made poor 
adjustment to marriage; bore children because it was a duty. At the 
menopause developed guilty conscience on account of an imagined indiscre- 
tion in youth; became self-depreciatory; thought people slighted her; had 
persistent thoughts, as day dreams or sex ruminations, of obscene remarks 
and so on. Her sleeplessness, which also occurred during the early morning 
hours, centered about terrifying dreams. There was great restlessness and 
anxiety. 


B, J—Female, 61, single. Two aunts had psychoses; father a drinker; 
mother excitable; patient eldest of five; was fairly efficient with domestic 
interests; shy and retiring. At the death of her mother she became 
depressed, restless, lost interest; made suicidal attempts, refused food, 


t 
it 
d 
f 
S; 
yn 
a- 
r 
od 
1e 
ty 
t- 
al 


494 THE CONTROL OF SLEEPLESSNESS [ Jan. 


developed feeling of guilt with a great fear of sleep lest she never wake; 
complained of tightness in her head, oppressive feelings; had marked 
hypochondriacal tendencies; projected to the hospital responsibility for her 
condition. She refused to lie down, studied measures to keep awake, sat 
up in bed, resorted to many artful devices to prevent sleep. 


E. G.—Female, 24, single; father quiet and retiring; mother dominant 
and aggressive; one brother; patient was indulged and was not en- 
couraged to independent thought; rather dependent. She developed a grow- 
ing feeling against home and mother; was childish; had no confidence in 
herself. At 24 became frightened, restless, worried, very sensitive; devel- 
oped a love affair, was unable to make an adjustment, became irritable, 
depressed, tense, drifted into panic state with rebellion against her brother 
and ambivalent attitude toward mother; attempted self-destruction, became 
catatonic, apprehensive, impulsive, with persistent sleeplessness. 


R. G. Gordon in considering the nature of insomnia in the psycho- 
neuroses theorizes interestingly over the connection between sleep- 
lessness and the efforts at repression of emotionally highly charged, 
more or less conscious conflicts. At first, through effort of atten- 
tion, the first step is taken toward repression which finally succeeds. 
“As time goes on the attentive attitude becomes a habit, and the 
patient ceases to be aware either of the complex or the effort, yet 
the effort is still being made. .... ” He says, moreover: “ The 
greater the intensity of emotion associated with the complex, the 
more dynamic will it be and the more vigorously will it attempt 
to express itself in consciousness. ... . ” “Tt is when the patient 
tries to go to sleep that this chaining up of his attention comes 
most into play. In order to achieve normal sleep all effort of atten- 
tion must be relaxed, whether that effort is conscious or almost 
completely unconscious. This, however, cannot be done, for, if the 
effort of attention is relaxed, then the complex will find expression 
in consciousness and disturb the monotony necessary for sleep.” 

There follows finally sleep induced by fatigue— an uneasy sleep 
with dreams, the success of distortion in which is determined by the 
intensity of the emotional charging of the repressed complex as 
opposed to the strength of the partially relaxed barrier. The re- 
pressed ideas moreover often find expression so direct that, the 
repressing mechanism being insufficient, full consciousness is neces- 
sitated and the sleeper awakes. He then remains awake until fatigue 
again brings him uneasy slumber. There is, then, a persistent 
vicious circle. 
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With our increased knowledge of mental mechanisms and of 
unconsciously motivated behavior there has come upon us an 
increased responsibility which we are ill-prepared to bear, for 
we must admit that our knowledge of what might be done for our 
patients far exceeds our ability of accomplishment. The cause 
of sleeplessness should be a matter of individual study in each 
case. Its treatment, as has been said, should be directly aimed at 
the removal of the cause. In no hospital for mental cases are 
there sufficient physicians to give individual patients the attention 
they need. Public hospitals work under great disadvantages of 
inadequate staff and nursing personnel. These deficiencies probably 
will be rectified as time goes on, for there is a steadily increasing 
interest in psychiatry as a department of medicine—an interest 
which is reflected in the curricula of our medical schools. Those 
interested in nursing education, moreover, are showing an increas- 
ing tendency to make psychiatric training an essential part of the 
training of the nurse. 

A discussion of the treatment of sleeplessness in hospitals must 
consider these deficiencies in personnel and the difficulties of 
thorough consideration of each case. With the fullest appreciation 
of the fundamental importance of really understanding the problem 
offered by each patient—an understanding representing intensive 
personal study—as a necessity to proper therapy, yet we must do 
what we can until such understanding in the majority of our cases 
is possible. It follows then that we should take up the provision 
of a general setting in which sleeplessness among our patients, 
and particularly those newly admitted, should be reduced to the 
minimum. 

Such a setting is furnished only by establishing on the highest 
possible plane, a rational, healthy institutional régime. Such a 
hospital régime with its atmosphere of kindness and understanding 
is one of the most effective of our general therapeutic agents. 
The number of sleepless cases, as well as those showing other 
peculiarly difficult symptoms requiring special attention, will dimin- 
ish in proportion to the intelligent development of this régime. 

Sleeplessness is one of the most frequently found symptoms 
in the psychoneurotic or psychotic patient prior to his admission to 
the hospital. In his home there is the lack of just that atmosphere 
of understanding which the hospital supplies. He is surrounded 
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moreover by constant reminders of the responsibilities which he is 
no longer able to bear. The question of his failure of adjustment is 
apt to center, in part at least, about some aspect of his environment. 
It is not surprising that in a large proportion of cases sleeplessness 
should yield within a few days to hospitalization with its protective 
atmosphere, and the freedom from his usual uncomfortable environ- 
mental stimuli. A study of the sleep charts of about 400 women 
admissions since June, 1920, shows 232 cases as suffering from 
sleeplessness for varying lengths of time. A great proportion of 
these cases, about 90 per cent, were newly admitted patients who 
within a short time after admission showed great improvement so 
far as this symptom was concerned. 

Maintenance of the rational hospital régime is dependent on the 
constant interest of the superintendent, medical staff and nursing 
organization. Great aids, almost necessities, are occupational 
therapy intelligently used, and a program of recreation and exer- 
cise, mass games and contests, and group singing. The value of 
the occupational department moreover is not confined to what 
it does for patients, but its influence as promoting industry extends 
throughout the hospital organization and is of inestimable value 
in the promotion of morale. 

There should also be a hydrotherapeutic program for as large 
a group of patients as possible. The routine daily tonic bath for 
stupors and depressions,and modified brief hydrotherapeutic pre- 
scriptions for all new admissions where there is not some special 
contra-indication is of great use both from the point of view 
of suggestive and physiological effect. 

A highly trained nursing organization is exceedingly important. 
Given a sufficiently large and efficient corps of nurses with a good 
nursing head, the ideal hospital régime which we seek would be 
largely attained. There is no physician of experience engaged 
in this work who has not longed for a magic lamp which he might 
rub and produce the nurse of the talents and personality required 
for the case which offers peculiar and difficult symptomatology. 
In most state hospitals, despite the vicissitudes attending state 
appropriations, the necessary physical equipment—hydrothera- 
peutic, for occupational therapy, etc.—can be obtained. There is 
left, however, this problem of personnel, which in these days is 
always with us, but which will ultimately be answered through 
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education in part—in part through making the position of the 
mental nurse attractive—on which subject a volume might be 
written. 

Among the methods of treatment of the symptoms of sleepless- 
ness as it arises in individual cases, hydrotherapy is one of the 
most valuable. The reason why hydrotherapy has fallen into disuse 
and disfavor in some quarters, in my opinion, is its improper and 
slovenly application. Its efficiency is directly dependent on proper 
administration. There must be an efficient bath master. Hospitals 
should have at least two nurses or bath attendants of each sex who 
are fully conversant with hydrotherapeutic technique. One senior 
physician on the resident staff should have special knowledge of 
hydrotherapy. The success of hydrotherapeutic procedures de- 
pends very greatly on the manner of application, the facilities, the 
efficiency and personality of the directing nurses. Failures in tech- 
nique mean failures in therapeutic results. 

The two most important hydrotherapeutic procedures for com- 
bating sleeplessness in psychotic cases are, first, the continuous bath 
and, second, the cold wet sheet pack. In all hydrotherapeutic pro- 
cedures to induce sleep, attention must be paid to the patient's 
immediate surroundings. The treatment room should be at some 
little distance from the ward. Where there is a bath room with 
several baths, booths are desirable, though the question of person- 
nel must be considered here. An adjacent rest room is important. 
There should be quiet, and a subdued light. The prolonged bath is 
given between the temperatures of 92 and 97 degrees Farenheit. 
The very long periods of immersion which were formerly highly 
thought of—that is, periods of 18 to 24 hours or longer, for in- 
stance—are not so valuable as a rule, in my experience, as shorter 
periods of four or five hours. It should be remembered that the 
success of prolonged bath treatment depends on the constant tem- 
perature of the water as well as a quiet and otherwise suitable 
environment. 

In the administration of the wet sheet pack there are certain 
steps which are of importance if the greatest good is to be 
derived by the patient. First, empty the lower bowel. When the 
patient is not to be disturbed, precede the pack with hot foot bath 
for five minutes, with frequently renewed cold compresses to the 
head and neck. Make the application of the sheet rapid. Good 
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technique here is essential. While in the pack keep cold compresses 
on the forehead. Watch for any unusual paleness, blueness of 
lips or shivering. If there is no reaction in 30 minutes, remove 
the patient, place hot water bottles about him and give him hot 
drinks. If the pack fails of sedative effect, remove the patient as 
soon as restlessness begins or he becomes overheated as indicated 
by flushing of the face. Do not keep a struggling patient in a pack. 
Follow by neutral shower at 96 degrees for a few seconds, dry 
with ward sheet without rubbing. The pack given in quiet sur- 
roundings with good technique is of special benefit in my experience 
in the treatment of sleeplessness in manic excitements. This is as 
far as I can go in a statement as to special forms of treatment for 
‘special types of cases. It is a question for individual experimenta- 
tion. The continuous bath will sometimes be of greater benefit to 
the case of manic excitement. The full warm bath on retiring, the 
warm foot bath, and the cold shower or sponge followed by friction 
are also valuable measures of treatment in certain cases. Sometimes 
hydrotherapeutic measures fail entirely, and one has to search in 
other directions. 

Physical restraint is sometimes indicated in certain places where 
other measures have failed and where the special difficulties the 
patient is having center about his immediate surroundings. I am 
not one of those who believe that physical restraint has no place 
in the therapeutic equipment of a hospital. I abhor the unneces- 
sary use of restraint, but it has its proper though rare place, usually 
as a procedure which permits some sleepless patient an opportunity 
to get rest. The most useful type of legitimate restraint is the rest 
jacket, which is a sleeveless waist lacing up the back with means 
of loose fastening of the waist at a point about the small of the 
back to the head of the bed, sufficient play being given for free 
movements in a reclining position. This is useful in feeble, senile 
cases, and arteriosclerotic confusions in which there is fear 
and resistance to nursing care; also in some agitated depres- 
sions with fear, where the patient is threatening to exhaust him- 
self by standing. Many such cases will gain needed sleep if placed 
in this restraint in a room with the door partly closed, the nurse 
being withdrawn save for her observation of the patient through 
the open door. There is never any excuse for immobilizing 
restraint. 
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Isolation is also sometimes a valuable procedure where the 
patient is strongly antagonistic to or fearful of his environment. 

Exercise should be adjusted to the needs of the patient. The 
extent to which healthy fatigue is valuable varies with different 
people. Calisthenics, measured walks, automobile rides, golf, tennis, 
and swimming are in many cases helpful forms of exercise from 
which one may select. 

The use of drugs in sleeplessness should be forbidden save in 
exceptional instances. The physician must always remember that 
sleep-producing drugs act through a poisoning assault on the 
tissues. When drugs are given they should be given in the smallest 
dosage which will produce the effect desired and discontinued at 
the earliest possible moment. They should be used only as tem- 
porary expedients when other measures fail. The public gener- 
ally has been educated to a realization of the fact that the taking 
of drugs for sleeplessness is a dangerous procedure. 

Of the special drugs that are most valuable there is always some 
difference of opinion. I should include the bromides, trional, bar- 
bitol (veronal), sulphonal and paraldehyde. Chloral hydrate is 
useful, but it is a decidedly undesirable drug for frequent admin- 
istration. With bromides it is of benefit sometimes in deliria. 
Opium should be avoided for obvious reasons. In the hands of 
some physicians it has been found useful in agitated depressions. 
The tendency, however, in the “ obliterative” treatment is toward 
timidity in giving large doses from the first, smaller and not suffi- 
ciently effective doses being continued over too long a time. We 
have not found this treatment to be desirable. Morphine is to be 
used only where there is pain. 

Drugs should be varied, no one drug being used over a long 
period of time. There should be frequent discontinuance, a placebo 
being substituted if desired. Possibly the occasion where we 
find the administration of a sleep-producing drug most useful is 
in the case of a newly admitted patient who enters the hospital 
greatly fatigued, more or less apprehensive and sleepless. Adminis- 
tration of sulphonal in hot milk to such a patient may produce a 
long and much needed sleep, from which he awakens benefited. 
The slowness of action of this drug, however, should be remem- 
bered. Save in exceptional instances the use of drugs is considered 
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undesirable, undermining the patient’s self-dependence and obscur- 
ing symptomatology. 

In discussing psychotherapeutic measures we must admit that 
the necessary cooperation, if not actual contact with the physician 
through the channels of the senses, is usually lacking in the more 
serious psychoses in which the relief of sleeplessness is especially 
desired. In some milder mental illnesses, and in states of sleepless- 
ness accompanying physical and mental fatigue, much may be ac- 
complished. There are no rules to follow in such cases. Each case 
must receive thorough study and treatment in the light of his indi- 
vidual need. Reassurance alone as to the patient’s ability to sleep 
will sometimes suffice. The assurance that sleep is not an absolute 
necessity, and that rest may be gained by complete relaxation, sleep 
being dismissed from the mind, sometimes accomplishes the re- 
quired result. 

MacCurdy, in his observations on the “ Psychology and Treat- 
ment of Insomnia in Fatigue and Allied States,” gives steps of 
treatment following due study of certain cases which are well 
worth repeating. Following a frank discussion with the patient of 
the apparent mechanism of sleeplessness in his case, he is urged 
to cease his efforts to sleep, but to rest as completely as possible. 
He is advised to avoid any great exertion, mental or physical, and 
a daily régime is prescribed. Lastly, suggestions are given him 
in detail for thorough muscular relaxation and the assumption of 
a passive mental attitude. Hypnosis in the hands of certain 
physicians is said to be efficacious. A former associate of mine 
has used the method with success in suitable cases. I have had no 
experience in its use. My feeling is that it is a superficial form of 
treatment. 

In the psychoneuroses the scientific and most desirable treatment 
must be when possible the release through psychoanalysis of the 
underlying conflict, with the consequent relief not only of sleepless- 
ness but of other symptomatology. 


DISCUSSION. 


Dr. Kirx.—It would be impossible to cover all the points mentioned in 
Dr. Chapman’s paper relative to combating sleeplessness. The conditions 
in the South are not very much different from those in the North. Twenty 
years ago I went into an institution as an interne, where we had about 
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1800 patients. One of my duties was to go to the disturbed ward every night 
at about 11 o’clock and give a hypodermic of morphine and various other 
hypnotics to quiet the disturbed patients. Night after night I went with a 
hypodermic of morphine, and each night we gave 25 grains of chloral to 
certain patients. You can imagine what 25 grains of chloral would do to a 
patient after continued use. One of the chief causes for a large number of 
hypnotics in those days was due to the fact that very little was being done 
to the patients physically. The thorough examinations that are made to-day 
were not made in those days, and consequently we did not understand the 
many different psychoses. 

To-day when a patient comes into our institution, a thorough physical 
examination is made, and the various methods of treatment are tried, so that 
in an institution where 3000 or 4000 patients are treated each year, we do not 
use one hypnotic now where we formerly used ten. 

I believe we over-emphasized the importance of having the patient sleep. 
We know now that many patients will keep up their physical condition on a 
small number of hours of sleep, and we also realize, as Dr. Chapman men- 
tioned in his paper, that the mere rest in bed is often about all the patient 
will require for perhaps a long period of time, providing he has had the 
proper diet and proper elimination. I do not believe that our institutions 
are attempting to use very many drugs. That is particularly true with us, 
and I believe that all the institutions throughout the country are getting 
away from the idea of using drugs to produce sleep. 


Dr. HutcHincs.—I am often reminded of a remark made by a friend of 
mine, a physician, who was spending the night with me on one occasion. At 
the breakfast table in the morning I apologized for having put him in a 
room next the street and hoped that the noise had not disturbed him. 
“Why,” he asked, “ was there noise?” “ People go to bed for various 
reasons,” he said, “ some to think and they think; others go to bed to listen 
and they hear everything that goes on, but I go to bed to sleep, and | 
neither think nor hear anything that is going on about me.” 

I believe that sleep, excepting in organic conditions, is very largely a 
matter of habit. In order to sleep well one needs to exercise a certain 
amount of discipline to prevent himself from being kept awake by 
thoughts, by apprehensions, fears and so on, for we know that there are 
people who are naturally fearful or apprehensive, and yet they do get a 
reasonable amount of sleep. Some are able to combat a good many condi- 
tions which would otherwise be disturbing to sleep, if they have practised 
that degree of mental discipline which compels oneself to remain asleep, 
notwithstanding disturbing influences either from without or from within. 
We know that city people learn to sleep soundly with an elevated train 
rushing by the window every few minutes. 

Then there are other disturbance conditions like neuralgic pains. We 
know that patients do sleep, notwithstanding that they suffer, as it is 
indicated by their dreams. So that it is very largely in the end, I believe, 
a matter of self-discipline. 
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Dr. Chapman in his very practical and instructive paper has covered the 
ground quite fully. The only helpful aid, in my experience, which he did not 
mention is that of diet. I believe that with healthy people, their sleeplessness 
is often the result of improper diet; either articles have been taken which 
disturb sleep, like coffee, tobacco or stimulants of one kind or another, or 
else the mere fact that the stomach has been overfilled at the evening meal 
results in insomnia. I have found a great deal of satisfaction in regulating 
the diet of my patients, so that they would take throughout the day, and 
particularly towards night, a very light and easily assimilated diet com- 
posed largely of milk. 

The last speaker has very pertinently pointed out that the bugaboo about 
insomnia ought to be discouraged. We know that many people work very 
efficiently on a few hours of sleep. I know a very busy man, a scholar, a 
translator, who never retires until two o’clock, and he is up at six every 
morning. He tells me that that is all the sleep he requires. Personally | 
argue with him about it. I tell him in the end that will get him, but he says 
he does not need it, that he does very well on four hours of sleep. Others 
require very many more hours of sleep. Some think they need nine hours, 
but if we can reassure our patients that rest is nearly as good as sleep, and 
if they rest well not to bother about the question of whether or not they 
sleep, very often their anxiety is relieved and they are able then to sleep. 


Dr. Raynor.—Another thing, it seems to me, which is an important factor 
is to bear in mind oftentimes that sleeplessness may be due to a toxic state, 
I quite agree with Dr. Chapman that hydrotherapy is a very important thing 
and something to which we ought to pay more attention. One thing he 
sounded is that we must use common sense in the management of these 
patients. 


Dr. CHAPMAN (in closing).—I do not think, Mr. President, that I have 
anything further to say, save that I am very appreciative of the discussion 
aroused by this paper. 
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THE NEW SAINT ELIZABETH’S HOSPITAL. 


By DR. WM. A. WHITE, 
Superintendent, Washington, D. C. 


In the April issue of the AMERICAN JOURNAL oF INSANITY for 
1910 I published an article entitled “The New Government Hos- 
pital for the Insane.” The reason for this article was that there 
had been recently completed a million-and-a-half-dollar addition 
to the institution comprised of some fifteen buildings, and the 
reorganization of the institution necessitated by this large addition 
had produced results of sufficient interest to record in this way. 
The hospital continued to function under this organization until 
the war, when the demands that were made upon it from all angles 
were so great that it suffered seriously in both its personnel and 
its physical equipment. Many of the oldtime employees and faithful 
officials of the hospital left its service during this period and the 
draft so reduced the ranks of the general mechanical force that by 
the end of the war the organization and equipment had been reduced 
to a serious pass. It was these circumstances that developed the 
necessity of reorganization. It is the results of this reorganization, 
at least in those outstanding features which are of interest, medi- 
cally and scientifically, that I wish to record in this article. 

The outstanding special features of this organization are de- 
pendent upon two fundamental conditions relating to this hospital, 
namely, its large size and its rapid growth. The latter of these 
conditions necessitated an organization which was sufficiently flex- 
ible so that it could be progressively adjusted to the increasing 
size of the institution and its consequent increasing complexities. 
The large size of the hospital is of fundamental importance because 
I am convinced that no small institution for mental diseases can 
adequately function, because the number of agencies which have 
to be brought to bear upon this problem is at present so large thai 
it would be economically impossible for any small institution to 
undertake to utilize them. It is only the large institution that 
can by any possibility absorb the top cost that is necessary to 
utilize these various agencies without having its per capita raised 
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so high as to make it impracticable. St. Elizabeth’s Hospital has 
approximately four thousand patients. On this date (May 11, 1923) 
the actual number is 4124. I doubt very much if an institution 
materially smaller than this could maintain all of the agencies 
necessary for coping with mental illness at a per capita that could 
be.successfully defended before appropriation committees of legis- 
latures. The present per capita of this hospital is $511 as against 
$240, which was the per capita maintained for a number of years 
before the war, an increase of a little over 100 per cent. So that 
it can be seen that we are surely approaching expenditures beyond 
which it would be impracticable to attempt to go at this time. The 
size of an institution necessarily depends upon many factors, but 
from the point of view of economy in the purchase of supplies I 
believe the minimum size should be a size sufficient so that the 
institution can purchase its supplies in carload lots. From the point 
of view of the expense in caring for the patients the size should 
be regulated by the final per capita cost. Another advantage of a 
large institution is that with a large staff (approximately 50 
physicians at this hospital), it is possible to bring to the care of any 
individual patient all sorts of points of view and professional skill, 
and in the conduct of the institution to classify and distribute the 
medical staff at work that they are most interested in doing and 
therefore will do best. 

With these preliminaries, I will indicate the features of our 
organization of greatest interest and also indicate something of 
the medical and scientific results which this organization in its 
functioning is producing.’ 

It will be noted that the main features of this organization are, 
aside from its separation into various specific activities, first, that 
the medical administration as such is, as far as possible, separated 
from the highly specialized medical and scientific activities, and 
that the several activities, professional and scientific, instead of 
being diffused indefinitely, are concentrated in special departments. 

In regard to the medical administration, the hospital is divided 
into several services, each one of which is presided over by a senior 
assistant physician, whose main qualifications are his administrative 


*A chart was here exhibited showing the hospital organization, and the 
various divisions thereof with their subdivisions, with the relation of the 
whole to the Medical Superintendent and his immediate aids. 
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ability and his psychiatric experience. These services are correlated 
and integrated by the clinical directors, one male and one female, 
each one of which, through the service heads, supervises the care 
of all of the patients on his or her side of the house respectively. 

The strictly professional and scientific activities are grouped 
as follows: All of the intensive work addressed to the mental con- 
dition is handled by the department of clinical psychiatry, with a 
chief and associates. The psychiatrists who have specialized 
largely in therapeutic procedures, being relieved, as is not usual in 
institutions of this sort, from the large burden of administrative 
duties involving numerous letters, notes and discussions with 
relatives, are thus able to devote themselves intensively to the 
problems of therapy. 

The problems of physical illness are grouped in the department 
of internal medicine, which is headed by a chief and associates. 
This department is centrally housed in a building of 140 beds 
capacity, which is equipped and run precisely as a general hospital. 
To this building everyone who is physically ill and requires medical 
or surgical attention is transferred. The department of internal 
medicine has also the responsibility of the care of the tuberculous 
and its activities are being extended to the improvement of the care 
of what have in the past been called infirmary cases. 

The laboratory activities are grouped together under a director 
of laboratories. 

In addition to the above and to the training school for nurses, 
which is similar in its organization and activities to training schools 
in state hospitals, there is a special school of instruction for atten- 
dants, and this year there was organized with the cooperation of the 
Veterans Bureau a course of instruction in neuropsychiatry for 
equipping the physicians who are to be stationed in the Veterans 
Bureau neuropsychiatric hospitals. At this date 44 physicians have 
finished the course. In addition to this, the hospital has trained 
during the past year some 30 nurses and the same number of 
social workers, also for the Veterans Bureau. 

In addition to all of the above there is a special department at 
the present time addressed to the care of the Veterans Bureau 
patients and which is at present being financed by the Veterans 
Bureau. although under the control and management of the hos- 
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pital. The reason for this is that the immense influx of Veterans 
Bureau patients, approximately one thousand, was too much to 
be wholly cared for by the hospital on the basis of its usual appro- 
priations. 

There is also maintained at the Hospital a Red Cross unit, which 
functions largely as a social and recreational center and has attached 
to its personnel an athletic director who trains the patients in 
various athletic pursuits, games, etc. The Red Cross unit serves 
the hospital in addition through its home service section in con- 
tacting with patients and their relatives outside the District of 
Columbia. 

The specifically medical and scientific activities which are ex- 
pressed in the organization above briefly outlined and grouped in 
accordance with the various departments which prosecute them are 
as follows: 

The department of internal medicine is divided into two services, 
surgical and medical, and the latter again divided into acute and 
chronic services. The acute medical service takes care of the con- 
tagious wards, and the chronic service the tubercular wards. The 
surgical service also is responsible for the dispensary, the uro- 
logical clinic and the syphilogical clinic. 

A third entity is the dietary department in which we are now 
able to prepare all special diets such as the diabetic, nephritic, 
cardiac, post-operative, diets for metabolism work, and special 
diets for use in connection with certain endocrinological work. 

The X-ray department is in close liaison with the medical and 
surgical work and provides also bedside equipment for a con- 
siderable amount of radiographic work on the wards. 

There is a urological clinic twice a week at which in addition to 
the special work being done there is a routine examination of the 
genito-urinary system of all new admissions to the institution with 
a few exceptions. 

There is now being carried on an experimental treatment of 
paresis by inoculation with the benign tertian malarial parasite. 

The study of endocrinopathies, started a little over two years 
ago, is being continued. 

Several phases of electro-therapy have been in use for about 
a year and have shown some very excellent results. 
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There is being carried on some fairly extensive work in the 
estimation of the rate of metabolism in certain conditions and we 
are well equipped for a continuation of this work. 

The psychological laboratory is under the direction of the Direc- 
tor of Laboratories. In addition to the continuation of work on 
reeducation, three investigations in connection with the work in the 
psychological laboratory have been in progress. It is expected that 
the work on the reeducation investigation of cerebral paralytics 
and on some cases of aphasia will be ready for publication at an 
early date. 

As an extension of the work which has been in progress for a 
number of years on the possibilities of cerebral compensations, 
continued investigation on memory defects in senility is being 
prosecuted. The results of this investigation show that it is possible 
for the senile to learn, but there are very great differences in indi- 
viduals. Those individuals who from a general examination appear 
to be most demented are not those that have difficulty in their 
acquisition and adjustment to new situations. 

In continuation of the investigations of the phenomena of re- 
covery following paralyses due to destruction of portions of the 
brain there is being carried out a series of experiments on white 
rats to determine some of the fundamental conditions of compen- 
sation in relation to the different portions, cortical and sub-cortical, 
of the brain. 

Under the direction of the director of laboratories, an experi- 
mental investigation of the measurement of impulses or drives 
has also been completed and will shortly be published. In this 
work white rats have also been used because of their availability. 
Measurements of the intensities of the food and sex drives have 
been made and compared. In view of the recent emphasis upon 
the various kinds of instinctive behavior these experiments are 
of great interest. They have shown how various drives may be 
inhibited and how they are mutually antagonistic. 

The types of original investigation in process at this date, under 
the direction of the department of clinical psychiatry, are: 

1. Pharmacodynamics of the vegetative nervous system in the 
various psychoses of females. (Problem correlative with mental 
phenomena. ) 
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2. Study of the psychoses in negroes with an attempt to classify 
disorders from the standpoint of a special racial standard. 

3. Histopathologic study of the alterations in the choroid plexus 
of the brain from those with degenerative mental disorders. 

4. An investigation of the autoerotic components of the three 
anxiety states (hyperthyroidism, anxiety neuroses and agitated 
depressions), which have some features in common. 

5. Histopathologic investigation of the mammary tissue from all 
female patients coming to autopsy (glandular hypertrophies and 
atrophies are here investigated). 

6. A psychological and physiological study of experimental de- 
lirium. 

7. An investigation into the archaic symbolism as expressed in 
art and in several of the psychoses. 

8. An experimental study of the rate of blood flow through the 
extremities in dementia precox and allied states. 

g. A study of the criminal constitution. This investigation has 
been actively carried on for three years and is nearly completed. 

10. Studies on the abnormal reactions of the psychotic individual 
as indicated by psychometric tests. 

11. Histopathologic studies on the nature of the metastases in 
secondary carcinoma of the brain. (Nearly completed. ) 

The above problems neither include those completed during the 
past year (but not yet published) nor those which are to be insti- 
tuted within the next six months. 

In addition to these problems it may be well to mention the work 
completed during the past year: 

1. Studies on the organic components of paranoid, epileptic, 
arteriosclerotic and senile, manic depressive and syphilitic psy- 
choses. (Not published.) (Lewis.) 

2. The Constitutional Factors in Dementia Przecox, etc. (Lewis. ) 
(Nervous and Mental Disease, Monograph Series, No. 35.) 

3. A case of congenital megacolon (Hirschsprung’s disease) 
associated with mental disorder and terminal cerebellar hemor- 
rhage. Journal Nervous and Mental Disease. Vol. 56, No. 3. 
September, 1922, p. 193-206. (Lewis) 

4. A contribution to the study of connective tissue changes in 
the gall bladder New York Medical Journal, CX VI, 1922, p. 640. 
(Lewis with Reuter.) 
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5. An anatomical study contrasting the dementia pracox consti- 
tution with that of paranoid developments. Southern Medical 
Journal, May, 1923. Vol. 16, No. 5, p. 327. (Lewis.) 

6. Kidney malformations in the mentally disordered with report 
of a case of congenital cystic kidneys and liver. AMERICAN JouR- 
NAL OF Psycuiatry, Vol. 3, No. 1, July, 1923, p. 65. (Lewis.) 

7. A psychoanalytic study of hyperthyroidism. The Psycho- 
analytic Review, April, 1923, Vol. 10, No. 2, p. 140. ( Lewis.) 

8. On stupor and allied states (Critical review of benign stupors, 
by August Hoch.) The Psychoanalytic Review. Vol. 9, No. 3, 
July, 1922, p. 337. (Karpman.) 

g. The mental symptom complex following cranial trauma. 
Journal of Nervous and Mental Disease. Vol. 56, No. 5. Novem- 
ber, 1922, p. 453 and Vol. 56, No. 6, December, 1922, p. 567. 
( Hadley.) 

10. Automatic writing as an indicator of the fundamental fac- 
tors underlying the personality. The Journal of Abnormal Psy- 
chology and Social Psychology, July and September, 1922, p. 162. 
(Munhl.) 

11. The sexual offender. (Subhead: the Ribald Criminal) Psy- 
choanalytic Review, July, 1923, Vol. X, No. 3, p. 270. (Karpman.) 

12. A case of porencephalic defect associated with tuberculous 
encephalitis. Archives of Neurology and Psychiatry, September, 
1923, Vol. 10, p. 304. (Lewis.) 

The following studies are nearly ready for publication and it 
is expected that they will appear within the next six months. 
These studies are not included in any of the above mentioned items : 

1. Case study of fantasies of intrauterine life and the regres- 
sive mechanism involved. 

2. Case study of sublimation of homosexual trends in a woman. 

3. Dreams that indicate convalescence from mental illness. 

4. A note on the constructive management of the jealousy motive 
in children. 

5. The higher thought processes in the insane. 

6. Book. On the adolescent girl. A popular presentation of the 
subject, discussing the adolescent girl among primitive peoples 
and in history, puberty, and the psychological and social problems 
confronted. Behavior problems, abnormal mental states, training, 
sex instruction, etc. 
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7. The psychology of tuberculosis. Personality trends in tuber- 
culous women. The Psychoanalytic Review, October, 1923, Vol. 
10, p. 380. 

8. The permeability of brain structures to fluid. 

9. Histology of nerve sheath degenerations in the adrenal glands. 
(Completed. ) 

10. Psychoanalytic studies and interpretations of epileptic aura. 

From January 15 to May Io there was conducted a course in 
neuro-psychiatry. This was attended regularly by 48 medical off- 
cers assigned by the Veterans Bureau, by one each from the Army 
and Navy Medical Corps and by the hospital internes. Numerous 
visitors attended special lectures and sections of the course. 

The subjects in the course are shown in the accompanying tabu- 
lation. In addition each student devoted about four hours daily to 
clinical work in psychiatry, neurology, endocrinology, etc. Neu- 
rologists, psychiatrists, and investigators in allied fields from all 
portions of the eastern section of the country took part in the 
lecture work, and much of the success of the course is due to their 
cordial cooperation and enthusiastic presentation of special topics. 


I. GENERAL SUBJECTS. 


1. Introduction: General problems; administrative matters; 
hospital construction ; medico-legal matters. 

2. Heredity. 

3. Chemistry in relation to neuro-psychiatry conditions ; metab- 
olism methods and disorders ; neuro-chemistry. 

4. Relation of non-neurological diseases. 

5. General therapeutic measures ; hydrotherapy ; electrotherapy ; 
physiotherapy ; reeducation methods. 


II. PsycHIaTRY AND ALLIED SUBJECTS. 


OV 


. Psychology, normal and abnormal ; personality, behaviorism. 
7. Mental examination methods. 

8. Tests for general intelligence and special aptitudes. 

g. Psychotherapy, including psychoanalysis. 

10. Feeblemindedness and other developmental diseases. 

11. The acquired mental disorders, including the psychoses and 
the psychoneuroses. 
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III. NeuroLocy AND ALLIED SUBJECTS. 


12. Neuro-anatomy. 

13. Neuro-physiology. 

14. Neuro-pathology. 

15. Neurological examination methods, ophthalmological meth- 
ods; Barany tests; Roentgenology. 

16. Neuro-surgery. 

17. Serology. 

18. Syphilitic psychoses and neuroses. 

19. Endocrinology. 

20. Systematic neurology. 

General hospital visits were conducted under the supervision of 
Drs. Main and Woolley. The clinical ward work was carried 
out under the supervision of the doctors in charge of the several 
services in addition to the lecturers, and by Dr. Stout at the 
Gallinger and Emergency Hospitals, and by Dr. Hickling at the 
Gallinger Hospital. 

The schedule of lectures for training the nurses of the UV. S. 
Veterans Bureau in neuropsychiatry covered the following subjects : 

Anatomy of the Brain; Physiology of the Central Nervous 
System; Brain Pathology; General Neurological Examination 
Methods ; Normal Psychology ; Neurological Diagnosis ; Concept of 
the Abnormal; The Various Types of Psychoses and Feeble- 
mindedness ; Behavior; Hydrotherapy ; Mental Tests; Endocrine 
Disorders; Cerebral Syphilis; Personality; Psychoneuroses; Re- 
Education ; Mental Hygiene; Child Hygiene ; Cooperation ; Social 
Service; and Public Health Nursing, covering a period in each 
course of six weeks. 

Aside from the publications mentioned above, the following ones 
have issued from the hospital since July 1, 1922: 


White, Wm. A., Superintendent: 
Message of Psychiatry to General Medicine. Southern Medt- 
cal Journal, November, 1922. 
Insanity and Criminal Law. (Book.) The Macmillan Com- 
pany. 1923. 
(With Dr. S. E. Jelliffe) Diseases of the Nervous System. 
(Book.) 4th ed. Lea & Febiger. 1923. 
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Outlines of Psychiatry. (Ninth Edition.) (Book.) Nervous 
and Mental Disease Publishing Company. 1923. 
Existing Tendencies, Recent Developments and Correlations 
in the Field of Psychopathology. (Presidential address. 
The American Psychopathological Association.) Pub- 
lished in the Journal of Nervous and Mental Disease. 
1922. 
Living at our Best. (Positive Health Series Pamphlet 4.) 
Women’s Foundation for Health. 
Franz, Shepherd Ivory. Director of Laboratories: 
Psychology and Psychiatry. Psychological Review. 1922. 
Mental Traumata and the Preparation of the Medical Pro- 
fession to Care for Them. Jnternational Clinics. 1923. 
Main, Dantel C., Clinical Director: 
Catatonic Dementia Przecox ; Physiotherapeutics, and Results 
Obtained in a Series of Twenty cases. AMERICAN JouR- 
NAL OF PsyCHIATRY. January, 1923. 
O'Malley, Dr. Mary, Clinical Director: 
Transference and Some of its Problems in Psychoses. The 
Psychoanalytic Review. January, 1923. 
Lind, Dr. John E., Senior Assistant Physician: 
Encephalitis Lethargica. Reference Handbook Medical Sci- 
ences. 4th ed. 
Woolley, Dr. Herbert, Senior Assistant Physician: 
Treatment by Employment. Modern Hospital. February, 1923. 


DISCUSSION. 


Dr. WALTER L. TreEAvwAy.—This paper by Dr. White is a clear cut 
account of a sincere effort being made by the U. S. Veterans’ Bureau to 
solve the problem of its medical personnel concerned with the treatment 
of neuropsychiatric disabilities occasioned by the war. I am sure that 
every member of this Association and the officials of the Veterans’ Bureau 
deeply appreciate the effort made at St. Elizabeth’s Hospital to solve this 
perplexing problem. While I am personally no longer associated with the 
Veterans’ Bureau in this work, and whereas the administration of the 
care of ex-service men has been transferred from the Public Health Ser- 
vice to the Veteran’s Bureau by executive order, nevertheless the Public 
Health Service continues to serve as a reservoir for the supply of per- 
sonnel through its reserve corps. Hence, the administration of these prob- 
lems concerns the Public Health Service only in an indirect way. All of the 
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officers of that service, however, feel an interest in the matter because it 
was through their efforts that the facilities for the care of ex-service men 
were largely evolved. 

As I view the personnel situation concerned with the care of these 
unfortunate ex-service men, I am reminded of two great needs. The first 
of these is the necessity of training men so that they will be able to occupy 
the position of clinical director in hospitals. This involves a longer period 
of training than that outlined by Dr. White. It also involves a very careful 
selection of those to whom such training is given. The second is a post- 
graduate course as that outlined by Dr. White, for those who desire to 
undertake the more subordinate positions in the treatment of nervous and 
mental disabilities arising from the World War. Third, experience has 
taught that those men who have been concerned with the care of the 
insane alone are not competent to handle the psychoneurotic patients as 
seen among Veterans’ Bureau cases, and such men require training and 
experience in handling these particular types of disabilities. Fourth, field 
experiences are an important adjunct to the training of men who are 
sincere in their desire to undertake the work as it relates to Veterans’ 
Bureau problems and patients. 

I am sure that everyone appreciates the zeal and personal efforts of 
Dr. White in this most laudable undertaking and hope that this Association 
may see fit to officially express its commendations. 


Dr. CHartes G. Hut.—The exigencies of the World War developed 
an urgent demand for trained psychiatrists to take care of the mentally 
disabled among the returning soldiers, and it soon became evident that the 
supply was inadequate. Some kind spirit whispered to Dr. White that he 
was the one to undertake the training of men for this important function. 
His location at the nation’s capital, his rich supply of clinical material 
and his well-known reputation as a teacher and author, peculiarly fitted 
him to be the leader in this great movement, and that he harkened to the 
call and entered into the work with his usual zeal and energy, has just 
been brought out in the modest report to which we have listened. This 
should command the approval and plaudits of this Association, and the 
least we can do is to approve of his laudable work and to extend to him 
the thanks of this body. 
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THE CONCEPT “ NERVOUS CHILD.” * 


By BERNARD GLUECK, M.D., 
Director of Bureau of Children’s Guidance, New York School of Social 
Work, New York City. 

One of the by-products of the extensive popularization of the 
subject matter of psychiatry has been a growing tendency to the 
indiscriminate use of technical terms by the lay public. In so far 
as this merely serves the craving to characterize one’s friends in 
terms which might suggest rather deep insight into the mysteries of 
modern psychology no great harm is done. But when teacher and 
parent allow this cultivated preference for the use of technical 
terms to blind them to the real facts in the lives and behavior of 
the children under their care, it may lead to considerable mischief. 

Unfortunately a similar tendency to substitute convenient 
phrases for the careful description of the facts of a given situation 
is also reflected very often in the manner in which physicians 
characterize the child with some difficulty of adjustment to his 
daily life. Of these convenient phrases, the term “ nervous child ” 
is perhaps the most freely used, partly because of its general 
implications, but also because of the real lack of clarity, even among 
specialists concerning this term. For this reason it has seemed 
worthwhile to bring this subject up for consideration at this 
meeting. 

One stands on fairly solid ground in attempts to define the con- 
cept of the “nervous child” when the discussion is limited to a 
consideration of those cases in whom it can be established on the 
basis of a reliable developmental history that from the very begin- 
ning the child manifested characteristics of behavior sufficiently 
out of the ordinary to have attracted the attention of those about 
him, 

In such cases the mothers tell us quite regularly that from the 
moment of birth these youngsters seemed to be extraordinarily 
sensitive to ordinary sensory stimuli. They cannot endure bright 


* Read (by title) at the seventy-ninth annual meeting of The American 
Psychiatric Association, Detroit, Mich., June 19, 20, 21, 22, 1923. 
35 


516 THE CONCEPT “ NERVOUS CHILD” [ Jan. 
light, exhibiting much discomfort, irritability and often outbursts \ 
of crying even in the presence of moderately strong light. They, 
are unusually sensitive to the quality of clothing with which their, 
bodies come in contact, being fidgety, restless and sleepless when, 
the clothing happens to be a little rough. Noises of even moderate, 
intensity, such as the creaking of a door, or even the voice of an. 
adult, if at all gruff and loud, startle them violently and may even, 
bring on a fit of crying. They are unusually sensitive to changes: 
of temperature, and the daily toilet, unless very carefully adjusted, \ 
throws them into a panic. 

All this extreme sensitiveness to sensory stimuli is reflected also 
in their sleep and food kabits. They often wake with a start, 
crying loudly and much, and often give external evidence of fear 
and anxiety in connection with this. Digestive upsets are not un- 
common, especially in connection with even slight variations in the 
feeding régime, though nutrition is not necessarily bad. 

Occasionally involuntary twitchings of various groups of muscles 
are observed, as well as an unusual intensity of emotional display in 
connection with crying spells. The reaction to the ordinary ail- 
ments of infancy and early childhood is also apt to be very intense.- 
Mothers are occasionally startled by the looks of anxiety and 
worry in the faces of these children and the general impression of 
discomfort which they give when there seems to be no outward 
reason for it. It is this frequent lack of obvious reason in the child’s 
surroundings for these abnormal manifestations as well as the 
very early onset of them that gives much strength to the belief 
that one is dealing here primarily, if not wholly, with innate factors 
in the constitution of the child. Occasionally this view is strength- 
ened in the individual case by the presence of hereditary issues 
which lend themselves to fairly definite interpretations. 

As these children grow older, their hypersensitiveness, and one 
might say, over-awareness, is seen to be coupled with a heightened | 
fatigability. Even before formal demands are made upon the 
child’s energy, as in connection with school life, this heightened 
fatigability is discernible. Commonly one encounters much diffi- 
culty in getting these children to sleep, as they are apt to spend 
considerable part of the early evening hours to combat an undue 
awareness and wakefulness, until exhausted, they finally drop off 
into a restless sleep. But they cannot wake in the morning, feel 
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tired and exhausted and quite commonly are exceptionally irritable 
and peevish during the early hours of the day. This is in such 
marked contrast to the freshness and buoyancy of the normal 
child’s early morning behavior as to attract attention. Before the 
day is over they are worn out and too worked up nervously for 
the necessary composure of going to sleep. 

These are, essentially, the very earliest manifestations of the 
constitutionally nervous child. But as growth proceeds and wider 
contacts with the environment take place, new factors enter the 
situation which complicate matters materially. Before discussing 
these complications, it is necessary to point out that many of the 
elements which enter into bringing them about are part and parcel 
of the life of every child. 

In connection with the ordinary process of growth from infancy 
through childhood to maturity, numerous issues are encountered 
by the growing individual which call for special efforts at adapta- 
tion and which may lead to a variety of maladjustments. Indeed, 
as we shall see later on a complete picture of nervousness of a 
pronounced kind may be brought about in connection with difficul- 
ties of adaptation to the problem of growing up. But these issues 
assume special significance for the constitutionally burdened child, 
partly because of his own handicap, and partly because of the 
coloring which these handicaps are apt to give to the attitudes and 
reactions of those about him. 

Thus, for instance, one encounters not uncommonly the fallacy 
of seeing in the nervous child’s over-awareness and over-sensitive- 
ness only signs of brightness, with a consequent forcing of his 
development to his serious detriment. It does happen that the 
nervous child is often endowed with exceptionally good intelligence 
of a formal kind which is the characteristic that parents and 
teachers are apt to want to make the most of; ignoring the other 
important characteristics of the nervous child. This often leads- 
to a secondary reaction of irritability, negativism or positive rebel- 
lion, reactions which can often be readily modified through atten- 
tion to the underlying problem of fatigue, but which, when not 
understood and improperly managed, force the nervous child into 
all sorts of maladjustments. 

Other undesirable personality characteristics may be conditioned 
in the nervous child through improper management of those traits 
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which are innate from the very first. In the first place there is the 
problem of the child’s own attitude towards his nervousness and 
of the manner in which he incorporates this into his relations with 
the world about him. Although in this connection there frequently 
comes to light an element of deliberation and conscious purpose on 
the part of the child, the resulting manifestations may take place 
in children as young as three or four. It is remarkable how readily 
even very young children may hit upon a kind of exploitation of 
their nervousness which is responsible in large measure for their 
behavior difficulties. Naturally those affairs are never quite free 
from influences relating to unwise management of the child’s ner- 
vousness on the part of the adults of his immediate setting. 

* It is difficult for most parents to maintain consistently a wise 
balance between the necessity for making allowances for the child’s 
native handicaps and the equal necessity of assisting him to over- 
come these handicaps through sympathetic but sensible guidance 
in the direction of cultivating nervous control. The situation is 
commonly complicated by the fact that the apple does not fall 
far from the tree, and to the troubles of lack of understanding are 
usually added those of bad example from the side of the neurotic 
parent. This accounts in large measure for the necessity of treat- 
ing the parents as well as the nervous child in practically every 
instance. Headaches, vomiting, insomnia, lack of application and 
easy discouragement which originally may be purely the expres- 
sion of the child’s inferior nervous organization, may, through 
unwise management, assume new qualities for the child and are 
exploited to his own detriment and to the despair of parents and 
teachers. 

The underlying purpose of these unhealthy trends, in so far 
as they are deliberate pursuits, is to gain for himself a preferential 
position in the home and classroom and to avoid the unpleasant 
features of the task of adaptation. Occasionally they come to the 
surface particularly in connection with situations involving a de- 
liberate testing of oneself with one’s fellows when some obvious 
disability or other is resorted to as a convenient way out. It should 
be remembered that trends of this nature are apt to be deliberately 
cultivated by individuals who are actually inferior or who consider 
themselves so for one reason or another. It is one of the dangers 
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of the nervous child and should be kept in mind in any attempt 
to deal constructively with these children. 

It might be accepted as fairly definitely established that unhealthy 
trends which may be accounted for on the basis of conscious delib- 
eration, whether they develop in the so-called normal individual 
or in the one handicapped constitutionally, are apt to be not so deep- 
seated and difficult to eradicate as are those which have their roots 
in less conscious elements and partaking more definitely of the 
instinctive-emotional life of the individual. Thus the deliberate 
exploitation of one’s nervousness is apt to be a benign affair when 
compared with the more far-reaching emotional constellations 
which develop by preference upon the soil of constitutional ner- 
vous inferiority. We are all familiar with the more clear-cut 
instances of anxiety states, compulsive thoughts and actions, pho- 
bias of a specific kind or the more generalized phobism, the quite 
typical conversion hysterias and the various speech disorders which 
the nervous child may manifest. Evidence is accumulating to 
justify the belief that in these clear-cut instances of functional 
nervous disorder there is present a more specific etiologic moment 
in addition to the underlying constitutional predisposition. At any 
rate, therapeutic endeavors are regularly apt to be more successful 
when these specific etiologic factors are dealt with. 

But the nervous child is exposed to the cultivation of trends and 
more permanent attitudes of a kind which markedly hamper nor- 
mal development, but which are frequently ignored because they 
lack specificity or because they cannot be identified strictly with the 
better known psychopathologic categories. 

All the important issues in the affective relationships between 
children and parents, with which we have become familiar through 
the more thoroughgoing researches of the psychoanalytic school, 
all the danger points in the sexual organization of the individual 
to which our attention has been called by this school, assume spe- 
cial significances in the case of the nervously handicapped child. 
Indeed, this may ultimately come to be accepted as the real explana- 
tion for the peculiar sexual and parental adaptations which are 
revealed in the life histories of the adult psychoneurotic. Not that 
we are in the least inclined to minimize the external factor so 
definitely stressed by the psychoanalytic school, but thoroughgoing 
open-mindedness obliges one to pay due attention to the well-known 
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fact that some of the etiologic moments specially stressed in the 
explanations of the development of a psychoneurosis operate in 
countless boys and girls without ever leading to a psychoneurosis. 
It should not be necessary to stress before this audience that it is 
rather the capacity for healthy adaptation to the so-called etiologic 
event that determines the issue. 

The nervous child lacks to a greater or less extent the capacity 
for adaptation. Even in connection with the fairly simple sensory 
phenomena of an erotic nature which make up so large a part of the 
infants existence, differences may already be discerned. Whether 
it is because of a greater need for soothing sensations or whether 
one is dealing with the more complex problem of inhibition and 
control, the nervous child does have greater difficulty than the 
normally endowed child in outgrowing those sensory indulgences 
which belong naturally to the infantile and early childhood states. 
Thus thumb-sucking, genital play, nail biting, picking at the nasal 
orifices and other manifestations which seem to have as a basis a 
desire for a continuous sensory stimulation of a specific kind are 
indulged in beyond the period usual to the growing individual and 
are carried at times into adulthood. The psychological explanations 
of these indulgences that are furnished by the psychoanalytic school 
are familiar to you and we need not restate them here. There is no 
serious violation of the truth in considering these phenomena as 
sensory in character. 

Also in connection with the more fully and more consciously 
elaborated desires, the nervous child finds difficulty in cultivating 
healthy methods of adaptation. In place of the gradual acquisition 
of those inhibitory powers which make possible for the normally 
developing child the postponement of the satisfaction of desire 
until a suitable opportunity arises, the nervous child is apt to react 
to a balking of his desires with intense tantrums. In this, too, one 
might see simply an underlying protracted infantilism. The same 
is true of the many childhood reactions which have their roots in 
the authority-dependency problems to which every growing indi- 
vidual has to adjust. Maladjustment with reference to this ever- 
present problem of the child, leads to various unhealthy and often 
anti-social reactions. Apart from the fact that the nervously bur- 
dened child is apt to have more difficulty than the normal child in 
adapting himself to the problem of authority, his unhealthy reac- 
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tions when they occur, commonly take the form of an exaggerated 
tendency to dependence, to a continuous maintenance of those 
parent-child relationships which are normal at a certain period 
of life. 

Only rarely does one encounter in these children the opposite 
tendency to active rebellion. For practical reasons it might be 
pointed out that these later reactions which are apt to cause most 
annoyance to those who have the rearing of childhood in hand, 
and in consequence are apt to provoke in them the more intense 
retaliative attitudes are commonly the more benign from a psycho- 
pathological point of view. Nevertheless in the actual management 
of these cases a procedure is often resorted to by parents, teachers, 
and law officers, which is apt to aggravate the situation unneces- 
sarily and lead to an intensification and sometimes fixation of un- 
desirable traits of character which is due more to wrong procedure 
than to any innate disposition. 

Contrasted with the rebellious attitude of what is often a healthy 
youngster, preferring to deal with life’s issues directly and objec- 
tively, the neurotic child’s shrinking, dependent and intimidated 
attitude, impresses one distinctly as the more pathological one. 
The nervous child has difficulty in acquiring the necessary degree 
of thick-skinnedness which adequate adaptation to life demands. 
The original hypersensitiveness to sensory stimuli is apt to be 
followed later on by a hypersensitive conscience on the basis of 
which various unhealthy attitudes develop. 

Feelings of inadequacy which make them shrink from many of 
the ordinary pursuits of healthy childhood, and exposes them to 
those cruel exploitations at the hands of their playmates to which 
children not uncommonly resort, are often observed. The nervous 
child rarely reaches in his adulthood a kind of healthy sense of 
self-esteem which does not require as artificial props the well- 
known adult neurotic reactions of a compensatory or substitutive 
nature. He is apt to be over-inclined to self-accusations and to 
deep moral conflicts in connection with experiences which the nor- 
mally endowed child digests in a thoroughly healthy manner. He oe 
is apt to be essentially secretive, though, in his anxiety to make a? 
good impression, he is apt to appear to be constantly seeking oppor- “ 
tunities for unburdening himself. 


| 
i 
{ 


522 THE CONCEPT “ NERVOUS CHILD” [ Jan. 


The sense of inadequacy, coupled with an over-active conscience 
and general tendency to feel unusually deeply about things, leads to 
all sorts of compensatory efforts on the part of the nervous child, 
so protean in character as to defy orderly description. From what 
has already been said it is clear that we have no intention of mini- 
mizing the constitutional elements involved. But important as is 
the emphasis of this underlying constitutional handicap of the 
nervous child, it is equally important to recognize fully the capacity 
which certain experiences and certain events in the life of the 
child have of inducing a state of nervousness quite as profound as 
is encountered in connection with the constitutionally burdened 
child. 

In certain respects it is even of greater importance, since here 
some definite therapeutic endeavors can be undertaken which much 
more commonly than in the case of the constitutionally burdened 
child, lead to satisfactory adjustments. Beginning with the most 
readily accessible etiologic factors, intense nervous reactions may 
develop in a normally constituted child in connection with a trouble- 
some mental content. Either as a result of some personal experi- 
ence which goes counter to the child’s moral attitude, or as part 
of a deep impression gained from witnessing certain occurrences 
or the reading about them, the child may carry away an ideational 
content which persists with the force of an obsession, absorbing 
the entire attention and leading to deep affective states of a 
destructive kind, such as fear and guilt. 

Even a perfectly normal child, and cases have come to our 
attention in whom a painstaking inquiry failed to reveal any indi- 
cation of a constitutional burden, may carry this distressing and 
incapacitating imagery for a long time before discovering an oppor- 
tunity to unburden himself. Because so frequently these “ secret 
thoughts,” as the children put it, partake of something sexual, 
they give rise to constant sexual stimulation which in turn inten- 
sifies feelings of guilt and fear. 

The secretiveness which this may lead to is so far-reaching as 
to affect materially the child’s intercourse with other children, 
thus adding more elements of a pathological nature to the under- 
lying situation. It is remarkable how a nervous, anxious and deeply 
worried boy, who may be referred for study primarily because of 
the withdrawal from contacts with other children and because of 
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a peculiar defensive attitude in the face of attempts to get close to 
him, becomes free and natural in his general relations, once an 
opportunity is had for a thorough unburdening of the mind. 

It is this possibility of serious damage as a result of carrying a 
troublesome secret, which adds much weight to the hygienic value 
of cultivating and maintaining a healthy comradeship between 
parents and children as a means of holding the latter’s confidence. 
It is in connection with such experiences in the life of the child 
that a thoroughly dependable friend is needed. 

Other fairly easily discernible events in child-life which may 
lead to profound neurotic manifestations relate to the school life 
of the child. It should be remembered that the classroom is, among 
other things, the arena upon which the child tests himself in the 
game of life to a very large extent. In so far as the classroom life 
offers the child sufficient opportunity for the experiencing of a sense 
of success and for proving himself worthy of the esteem of his 
fellows, it contributes something very positive to the mental health 
of that child. Conversely, irrespective of the more restricted 
question of how much knowledge the child acquires in the class- 
room, repeated experiences of failure tend to bring out reactions of 
a profoundly neurotic type. To the feeling of discouragement, self- 
accusation, irritability and moroseness are added the effects of a 
misinterpretation of the situation, sometimes leading to a degree of 
bitterness which is very distressing. The child who, in connection 
with a situation which he apprehends as being beyond his control, 
develops feelings of having been dealt with unjustly or of having 
been discriminated against, is apt to cultivate attitudes and to give 
expression to reactions which can readily be placed within the 
category of the pathological. Moreover, when failure is due to 
the continued exposure to tasks which are beyond the child’s 
capacity to meet adequately, the resultant irritation and fatigue 
complicate the more purely psychological reactions. At times the 
child’s failure appears to be wholly unnecessary and does not 
depend upon any lack of capacity in the child, but largely upon a 
lack of understanding or some hampering attitude of the teacher. 
It would lead us beyond the scope of this paper to discuss in detail 
the great importance for the welfare of the child which the teacher’s 
attitude has. I have elsewhere discussed this problem at length. 
The important thing is that the child sees through the elements 
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involved, is impotent because of his status as a pupil, to modify 
them, and consequently adds the feeling that he is not wanted, not 
liked and being discriminated against, to his own unhealthy re- 
actions with regard to his sense of failure. 

In other cases intensely neurotic manifestations of childhood 
may be traced to nothing further than the incomplete utilization 
by the school task of a specially active and capable mind. The 
resultant opportunity for uncontrolled day-dreaming, the indiffer- 
ent sort of effort required for the fulfilment of the assigned tasks, 
the irritation at having to adjust one’s pace to the more slow pupils 
and particularly the insult to the child’s self-esteem from a failure 
to have his talents recognized, may lead to very troublesome and 
unhealthy reactions on his part. The unutilized energy is diverted 
into a restless nervousness or mischief which brings in its wake 
conditions for further maladjustment. 

In connection with these induced neurotic reactions, it is possible, 
in contrast to the situation in the constitutionally burdened child, 
to demonstrate that the disorder had a definite onset in the career 
of a child formerly free from neurotic manifestations. Moreover, 
the removal of the offending environmental situation and the 
development of proper understanding with reference to it, re- 
moves the symptoms and sometimes serves the child as a positive 
bit of instruction in the business of living, of considerable value. 

More obscure and less easily managed are those induced neurotic 
reactions which have their roots in early experiences in connection 
with the intimate affective life of the home. 

Commonly the untoward reactions of a neurotic nature which 
call attention to the child’s difficulty, come to light much earlier 
than is the case in the situations just discussed, but the child may 
have been altogether free from neurotic manifestations for the first 
three or four years of its life. Then in connection with some event, 
usually relating to the child’s love-life or to some change of status 
with reference to little brothers or sisters, a wholly new set of reac- 
tions sets in which stamps the child as a nervous child. We have 
seen such reactions when circumstances necessitated a prolonged 
separation between the mother and child in such manner as to make 
the child feel that he is not loved as much by the mother as were 
the other children. Or, the advent of a new baby has been observed 
to be followed by intense nervous reactions of an irritable, nega- 
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tivistic and pugnacious character which were clearly expressions 
of jealousy. The three-year old child we have in mind succeeded 
one day in removing the new arrival from its crib and shoving it 
under the mother’s bed in an attempt to eliminate the offending 
creature. 

Cases have been reported where the neurotic manifestations were 
definitely linked with the advent of the day when a wet nurse had 
to be given up and the child had to adjust itself to his natural 
mother without the compensatory relief gained from the person 
whose breast nourished it. It is claimed that the doubt engendered 
as to which of the two mothers really deserved the love and 
loyalty is at the bottom of the nervous manifestation. 

In older children, the numerous occasions for a competitive 
bidding between children of a household for the approval and affec- 
tion of the parents may lead in the case of the unsuccessful ones 
to intense neurotic manifestations. These subtler influences in the 
life of the child have been thoroughly discussed by the psycho- 
analytic school of psychology. The criticism sometimes raised that 
these formulations are based solely on imperfect recollections of 
adult neurotics can be dismissed quite readily in view of the cumu- 
lative evidence of their actual operation in the lives of children 
that is gained from the study of childhood. Of practical importance 
is the question, “ How far may adult neuroses be prevented through 
the timely adjustment of these induced neurotic manifestations of 
childhood?” It is probably true that where spontaneous recovery 
takes place, as it undoubtedly does in a great many cases, it is due 
to successful repression of the offending event or experience after 
much of the emotional accompaniment had been released in some 
overt behavior expression in the nature of a satisfactory adjust- 
ment. Life in contact with friends and relatives offers innumerable 
opportunities for the satisfactory settlement of many of the issues 
which trouble the childhood soul. I have recently watched a five- 
year old child tell its troubles to her special pet doll and I wondered 
how much real relief she got from this. To what extent can we 
deliberately assist childhood in settling its problems as they occur? 
In order to be most effective in this respect we must cultivate a 
more open-minded attitude with regards to the question of con- 
stitutionality and innateness as etiologic factors in these conditions. 
Experience with better facilities for dealing with these problems 
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at the time of their occurrence justifies fully the belief that per- 
haps we have overstressed the element of constitutionality in the 
past. At any rate, the etiologic problem in connection with the so- 
called nervous child partakes of most of the characteristics of 
similar problems in the sphere of psychopathology. Specific causa- 
tion is the exception rather than the rule. Ordinarily, all kinds of 
issues combine to bring about the result. If this is true of the more 
clear-cut psychiatric entities, it must be much more so of those 
conditions which we group under the rather obscure designation 
of “nervousness.” A too rigid adherence to notions of pre- 
determination not only obscures the issue by lending an unwar- 
ranted gravity to what is often a fairly simple situation, but is apt to 
be also very crippling therapeutically. The consideration of the ner- 
vous states of childhood following upon severe and particularly 
protracted physical disorders has been purposely omitted from this 
brief presentation. 
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THE MORPHOLOGIC BASIS OF THE 
PSYCHONEUROSES.* 


By SANTE NACCARATI, M.D., Sc.D., Px. D., New York. 


One of the most difficult problems by which neurologists and 
psychologists are confronted to-day is undoubtedly the one related 
to the interpretation of the psychoneuroses. 

The solution of this problem is of paramount social importance 
inasmuch as the number of psychoneurotics seems to increase every 
day more favored by factors which a popular prejudice considers 
as the product of civilization. 

The old Latin dictum “mens sana in corpore sano” indicates 
how much our ancestors were aware of the influence exerted by 
the body functions over the mind. This influence is not denied 
to-day ; however, it must be admitted that in the interpretation of 
the abnormal psychic phenomena of the psychoneurotic, too much 
stress is usually laid upon the mind and too often the question of 
our somatic individuality is either neglected or little considered. 

In fact, the many theories advanced in explanation of the etiology 
of the psychoneuroses are considered almost entirely from the psy- 
chological point of view. 

During the first period of the war the “ commotional” or “ or- 
ganic” theory of the psychoneuroses was brought forward and 
gained for some time quite a number of followers, among whom 
were Ravaut, Souques, Guillain, Lériche, Mégewand, Sollier, Mott, 
Segaloff, Harzbecker, Arnaut and many others. However, it was 
found that this theory was too radical, and had to be discarded, a 
fate common to almost all the one-sided theories and doctrines. 

The physical element as etilogical factor in psychoneuroses is 
now more often called into play. Dana,’ f. i., deplores the emphasis 
placed on the psyche as the sole etiological factor in the psycho- 
neuroses. Strecker® has found definite organic diseases in 46.1 
per cent of his 260 cases of neurasthenia, psychasthenia, anxiety 


* Read before the Second International Congress of Eugenics, Section 
IV, New York, September, 1921. 
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neuroses and hysteria, and considers these findings significant to be 
interpreted as a mere accidental concomitance. 

Recently the study of the endocrine glands has cast a new light 
on the mechanism of the functional nervous disorders. This better 
insight gained in such a complex subject has been made possible 
by a broader and deeper understanding of the problem of constitu- 
tions and temperaments. 

The conception of De Giovanni,” founder of the clinical Anthro- 
pology, who, fifty years ago, emphasized the importance of the 
constitutional somatic anomalies in the derangement of the central 
and autonomic nervous system, has been of far-reaching conse- 
quence. 

For De Giovanni there were not so many neuroses, but a nervous 
diathesis which can exhibit many clinical forms as the result of a 
special constitutional organization. There is a vast difference, 
therefore, in the clinical phenomena. He called the attention on 
the fact that the individuals belonging to his third morphologic 
category are predisposed to certain derangements of the nervous 
system. 

The conception of De Giovanni was followed and developed by 
his pupils, especially by Viola* who made a morphologic study of 
an ethnic group and formulated a law of correlation of the indi- 
vidual types. 

In this study carried out on 400 male subjects of Northern 
Italy, Viola distinguished three morphologic types which he named 
macrosplanchnic or megalosplanchnic, microsplanchnic and nor- 
mosplanchnic. 

Macrosplanchnic and microsplanchnic are two opposite types. 
The first is a brachymorph type. It corresponds to the apopleptic 
habitus of the ancient physicians, to the third morphologic combi- 
nation of De Giovanni, and to the second constitutional anomaly of 
Beneke.’ 

Macrosplanchnics or Megalosplanchnics are individuals possess- 
ing a large trunk which is excessively developed in relation to the 
limbs ; that is the horizontal diameters are prominent in comparison 
with the vertical diameters of the body. 

Microsplanchnics are individuals possessing a small trunk so that 
the development of the limbs is in excess over it, in the sense that 
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the vertical diameters predominate over the horizontal diameters 
of the body. 

Between these two opposite types are the normosplanchnscs 
(eumorph types) who represent individuals in which trunk and 
limbs show a harmonious development, inasmuch as neither one, 
when the numerical value of each is taken, predominates over the 
other ; that is, there exists a constant proportional relation between 
the horizontal and the vertical diameters of the body. 

When we compare these types from the standpoint of their 
functional activities, we find that in microsplanchnics the functions 
of the life of relation are in excess over the functions of the 
vegetative life. The opposite is true of the macrosplanchnics, 
whereas in the normosplanchnics a harmonious correspondence 
exists between the two functional groups. The trunk, as Viola 
observes, contains the organs of the vegetative life, which repre- 
sent the nutritional system. These organs fulfil a task entirely 
different from the muscular and nervous system and skeleton, 
which constitute the system of relation or the system that mediates 
contact with the external world. These two systems show a certain 
degree of independence and even antagonism during the develop- 
ment in the sense that they do not grow simultaneously, but in 
alternate phases; and the more an organism develops the system 
of relation, the less it develops the vegetative system, when con- 
sidered in relation of their reciprocal dependence. 

Following the anthropologic method of Viola in estimating the 
volume of the trunk, we demonstrated, with the analysis of more 
than 600 college students, that a positive correlation exists between 
the morphologic index, or the ratio of height to weight, and 
intelligence. 

The morphologic index which we used was obtained by dividing 
the length value of one upper and one lower extremity by the 
volumetric value of the trunk. 

Full description of the method and the results are given in one 
of our monographs * and in another paper which is still awaiting 
publication. 

The scope of the research, which forms the subject of this com- 
munication, was to determine whether the morphologic charac- 
teristics of a given group of psychoneurotics, are substantially 
different from those of an equal group of normal subjects. 
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This investigation carried out on a group of 100 Italian male 
psychoneurotics from the age of 25 to 40 has shown that: 

(a) The percentage of the combined microsplanchnic and macro- 
splanchnic types is higher in a group of psychoneurotics than in 
an equal group of normal individuals of the same age. In other 
words, the number of normosplanchnics is reduced in a group of 
psychoneurotics when this is compared with an equal group of 
normal subjects of the same age and sex. 

(b) A group of neurasthenics seems to give more microsplanch- 
nics than a group of normal subjects and even more than a group 
of emotional psychoneurotics. A group of emotional psycho- 
neurotics seems to give more macrosplanchnics than a group of 
normal individuals and still more than a group of neurasthenics. 
Facts given in (b), though not so definite as those given in (a), are 
worthy of consideration. In general it may be assumed that 
neurasthenics tend to microsplanchny, whereas the emotional 
psychoneurotics tend to macrosplanchny. 

It appears from our tables that our morphologic concept applies 
more to macrosplanchnics than to microsplanchnics. This is ap- 
parently true. It must be remembered, though, that in nature 
errors in defects are less compatible with life than errors in excess. 
In fact also in the case of normal individuals we find the same phe- 
nomenon. Viola has shown that while microsplanchny does not 
surpass the third degree, macrosplanchny reaches the seventh 
degree, indicating by degrees of microsplanchny and macro- 
splanchny deviations above, or below, the average normosplanchnic 
type. 

These preliminary findings bring support to view that the soil 
of the psychoneuroses is prepared by complex endogenous factors, 
which may appear externally under the aspect of morphologic dis- 
harmonies taking place within the organism during its prenatal 
life and during the period of its development. Both the develop- 
mental morphologic defects, or excesses, and the neurotic consti- 
tution have the same genetic basis. 

The action of manifold internal or external factors such as 
primary diseases or irritative states of the internal organs and 
sense organs, emotions or protracted emotional states, exhausting 
physiological and pathological conditions, endogenous and exoge- 
nous intoxications physical and mental strain, etc., if exerted on 
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the organisms presenting such morphologic soil, will produce 
irritative states of the endocrino-sympathetic system, which pro- 
pagated to the central nervous system, will interfere with the 
complete and normal operation of the personality. Therefore, the 
psychoneuroses have a constitutional basis, the organism being 
congenitally predisposed toward one or another type of neuroses. 

These neurotic diatheses are the expression either of a defective 
or of an excessive make-up of the vegetative system. On one side 
we have the microsplanchnic with congenitally defective organic 
functions, on the other we have the macrosplanchnic with a con- 
genital excessive nutritional system. In the first, as it was pointed 
out, the nervous system of the life of relation predominates over 
the system of nutritional or vegetative life; in the second, the 
system of nutrition predominates over the poorly developed system 
of relation. 

The microsplanchnic is a candidate for the asthenic forms of 
psychoneurosis because of his deficient muscular development, 
secondary to poor organic functions. In these individuals the 
catabolic processes predominate over the anabolic processes, and 
this is the primary cause of fatigue which will gradually lead them 
toward the asthenic syndromes whenever given external factors, 
psychic or physical, come into play. The opposite is true of the 
macrosplanchnic in whom the anabolic processes are in excess over 
the catabolic ones. This type, like the infant to whom it morpho- 
logically resembles, by possessing more energetic vegetative func- 
tions than the opposite type, will be more susceptible to instincts 
and emotions in its relationship with the external world. In both 
of these types there is a state of disharmony between the two great 
systems, whose perfect balance is the essential factor for the integ- 
rative actions of the personality. 

It is known that the psychoneuroses appear at puberty or after, 
namely at the period of greatest organic exigencies of the organ- 
ism, when the endocrine glands undergo profound and rapid func- 
tional changes and when the contact of the organism with the 
external world is more intimate and more exacting. 

Emotional syndromes are often found among the intellectual 
inferiors, infantile and senile types, uneducated individuals, in 
whom every emotion finds an outlet through instinctive egotistic 


reactions. These infantile and inferior types are phylogenetically 
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and ontogenetically behind development. Their mental hypo- 
evolution approaches them to vegetative organisms, whose actions 
are reflex-like. One would say that during ontogenesis the will did 
not develop in an adequate manner as to moderate the reactions of 
the instinctive life. Everybody knows that a superior will is the 
gift of a superior mind, of a well-organized psychic personality, 
capable of dominating the emotions and of commanding or silencing 
their external display at the proper time. 

The limited amount of inhibition exerted by the brain over the 
emotions accounts for the dominancy of the latter over the “ cri- 
tique’’ whenever a situation arises which calls for instinctive 
reactions. The suggestibility of the hysteric patients is merely a 
consequence of the wide emotional threshold they possess. 

Not so with the cultured people. In these individuals, even in 
the case of strong stimuli acting from the inside, or from the 
outside, the greater inhibition exerted by the brain, in many in- 
stances will either suppress or maintain within restricted limits the 
emotional reaction. Probably this is one of the reasons why the 
sexual sphere is often functionally impaired in neurasthenics. The 
sexual life requires freedom from introspective analysis of the 
mind in order to attain its complete operation. 

Our results, examined in the light of our previous researches, 
are in accord with the findings of Hollingworth,’ namely, that 
neurasthenics are more intelligent than hysterics. 

From what has been said, it is clear that we classified our cases 
of psychoneurosis in two groups, the emotional and the asthenic. 
Among the emotional psychoneuroses we included hysteria, anxiety 
neuroses, most of the traumatic neurosis, and some atypical forms 
which suggest a primary disturbance of the emotional sphere ; 
among the asthenic psycho-neuroses are neurasthenia and the allied 
constitutional syndromes in which asthenia is the predominant 
symptom. 

One might observe that neurasthenia is also an emotional psycho- 
neurosis. This observation seems quite correct. We do not deny 
the importance of emotions in the fixation and determinism of the 
neurasthenic symptoms, yet we do not consider them to be directly 
consecutive to sudden emotional experiences as in the case of 
hysteria. On the other hand, quite often we meet with mixed cases 
in which exists such a superposition of asthenic symptoms over an 
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emotional syndrome and vice-versa, that no distinction is possible. 

Our study being only concerned with the predisposing causes 
of the psychoneuroses, we cannot enter here in any extensive dis- 
cussion regarding the psychological mechanisms by which the symp- 
tomatic phenomena of the psychoneuroses are brought on. Too 
many are the possibilities of interpretation which the study of the 
determining factors offers, these being closely linked to conflicts, 
instinctive tendencies, strivings, impulses, attitudes and reactions 
of human personality. 

One of the mechanism, probably the most frequent one, by which 
the symptom-complex of psychoneurosis takes place is the follow- 
ing : 

In the daily struggle for life, conflicts arise between the primal 
instinctive tendencies to escape from difficulties and dangers, and 
other more recent tendencies or motives, such as interest in personal 
enterprises, sense of duty, loyalty to principles, self esteem, etc., 
acquired through social intercourse, which hold the escape motive 
in check. As long as a balance exists between the opposite motives, 
no nervous symptoms appear. However, this balance may be 
suddenly broken by a severe emotion, a moral trauma, a disappoint- 
ment, acting as an overwhelming stimulus to the escape motive, 
which gets thus in the ascendency. From this moment on the 
individual has found a temporary way out of his difficulties, a 
justification for his retreat or defeat, a means to attract sympathy, 
by taking shelter under a pathological condition, which character- 
izes the psychoneurosis. The so-called “ shell shock” cases offer 
examples of this sort. 

On the other hand the same balance may be gradually broken up 
because the organic deficiency of the subject makes it difficult 
for the motives which hold the escape motive in check, to keep 
the upper hand as against the more primitively insistent fear 
motive. 

In the first case we have a type of emotional psychoneurosis, in 
the second case we have an asthenic psychoneurosis. 

Without denying that the two different types of psychoneurosis 
may appear in any individual who is confronted with such situa- 
tions, we believe that it is the two opposite morphologic types we 
have mentioned above, who, under given environmental circum- 
stances, are more likely to become psychoneurotic, and that the 
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macrosplanchnic is more apt to develop an emotional type of psy- 
choneurosis whereas a microsplanchnic is more apt to become a 
neurasthenic. 

In microsplanchnics the reduced functional capacities may be a 
real hindrance to achievement. When a personal enterprise fails, 
the disappointment which follows acts as a disturbing element, 
having the character of a real emotional trauma, because it is a 
revelation to the individual of its inferiority against the environ- 
ment. 

Usually neurasthenics are ambitious individuals, who quite often 
lose the sense of proportion between means and finality. Whenever 
the difference between means and scope is too high, chances for 
success are greatly reduced, and disappointment is likely to take 
place and to facilitate nervous wrecks. Too much ambition renders 
the individual more exacting towards himself, and too much expec- 
tation puts him in a state of fear and worry about anything con- 
cerning his life, his future, his health, etc. 

The emotional element is thus operative in both the emotional 
and the asthenic forms; the difference for us consists in the mode 
of onset, usually sudden in the emotional syndromes and gradually 
in the asthenic forms. 

Behind the psychological manifestation we see a physiological 
process that is closely linked to the endocrine sympathetic system, 
which, no doubt, is related to our emotional life. But the factors 
which enter in the determining mechanism of the neurotic symp- 
toms, being too many and too complex, no single psychological 
explanation can satisfy us entirely. 

Occasional environmental causes of psychoneurosis are extremely 
variable, as they bear relationship to the age of the patient, to 
sex, to its intelligence, to its education, to its physiological and 
physical state, to its social and economic condition, etc. For this 
reason the sexual doctrine of Freud cannot be accepted ; the sexual 
element represents but one of the many determining factors of the 
functional mental illnesses. 

We cannot fully subscribe to the view of Babinski about hysteria. 
Emotional factors are too closely connected with hysteric manifes- 
tations to deny their casual importance. We do not deny the oc- 
currence of cases in which Babinski is right, but we believe that 
too many are the clinical experiences confirming the existence of a 
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morbid entity called hysteria, whose symptomatology cannot be 
reduced to a process of mere imitation and suggestion (pithyatism). 
Against the too radical view of the eminent French neurologist, are 
the opinions of famous neurologists and clinicians, such as 
Déjerine, Raymond, Janet, Claude, Sollier, Oppenheim, Striimpell, 
Kraepelin, Bleuler, DeSanctis, Murri, Tamburini, Tanzi, Bianchi, 
etc., who believed or believe, in the emotional nature of the syn- 
drome. Any clinician who observes hysterical patients will find 
that the hysterical symptoms followed an emotion more or less 
severe. 

Anxiety neurosis enters in the same category as hysteria, because 
it represents a syndrome which has the same basis, although induced 
with a different mechanism. In other words, in hysteria we have a 
syndrome which is occasioned by an external factor, viz.: an 
emotion ; in anxiety neurosis, instead, we have a disease which is 
characteristic of a deranged emotional life induced by internal 
factors, usually states of dysfunction of any one of the internal 
organs which are under the dependence of the sympathetic. In 
both cases a disorder of the endocrine-sympathetic system, either 
primarily or secondarily, must exist, which alters the emotional 
mechanism. So the two syndromes are the same except that they 
originate in a reverse order and show different quality and intensity 
of symptoms. 

In the same group of emotional psychoneuroses we think should 
be included all the other unclassified syndromes, which the general 
physician so frequently meets in his daily practice. These are char- 
acterized by manifold symptoms, such as general pain, headache, 
dizziness, paresthesias, tinnitus aurium, digestive and vasomotor 
disorders, anorexia, insomnia, depression, abnormal cenesthesic 
sensations, exaggerated emotional display, and by many other 
indefinite sensations suggestive of metabolic and endocrine disor- 
ders, but without the existence of asthenia as a predominant fea- 
ture. Cases of this sort are most frequently met with among 
Hebrews. 

In the different clinics and hospitals the patients presenting this 
multiple and complex symptomatology are either classified in the 
categories of hysteria, psychoneurosis, neurotic constitution, or in 
the group of toxemia, the symptoms being interpreted as due either 
to infection and intoxication from teeth, tonsils, sinuses, ears, the 
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alimentary tract, or to hypothetic diseases of the stomach, liver 
and other internal organs; to appendicitis, to uterine disorders, to 
thyroid, ovarian suprarenal dysfunction, or even to rheumatism, 
according to the criterium of the examining physician and the 
tendency of his school. This type of patient, it seems to me, is 
too frequently met, and the symptoms are too many and too diffuse 
to be attributable to the derangement of a single organ. On the 
other hand, they show neither a picture of hysteria nor that of neu- 
rasthenia, therefore, a special class should be made for them. 

Of course, we do not deny that in many such cases, real diseases 
of the ear, nose, stomach, etc., exist which are the cause of the 
nervous symptoms, but our clinical experience very often shows 
that physicians mistake symptoms of irritative nature for organic 
diseases, and that surgeons operate on symptoms. We believe that 
in such patients with so many different symptoms and without 
definite signs of a localizable organic disease, a disturbance of the 
sympathetic nervous system must cause states of dysfunction of the 
different internal organs and thus alter the emotional life as well as 
the metabolism. Such states of dysfunction will, of course, termi- 
nate in real organic diseases, if not corrected in time, because of 
structural changes that any protracted irritation of the nervous 
apparatus induces on the organs of its distribution. 

The causes for sympathetic derangements are connected with 
many external factors such as the system of life of the patient, diet, 
occupation, hygiene, economic status, domestic difficulties, but the 
patients are predisposed by a diathesis. A diathesis represents 
a borderline condition between physiology and pathology. The 
maladjustment to the environment and the abnormal reaction to 
the same difficulties which other people were able to overcome, 
have, thus, very often a basis in some constitutional factors appear- 
ing to us as morphologic peculiarities of the patients which in 
reality indicates diseased conditions in a latent or incubatory stage. 

We have not considered the psychasthenics in this study, because 
psychasthenia in the broad sense given by Raymond and Janet, 
comprehends some syndromes which, we think, are more closely 
related to the group of insanities. Systematized obsessive states, 
in our opinion, should be classed under the original names of 
obsessive psychosis, psychosis with compulsive or imperative ideas, 
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or rudimentary paranoia, as suggested by Morselli and Arndt, 
because such states, characterized by embryonic abortive delusions, 
are the expression of a constitutional psychic morbidity having 
primarily deep and complex roots in the inner structure of the brain 
rather than in somatic disturbances, nor can they be attributed to 
external accidental factors alone. 

The morphologic type often found in neurasthenics partakes of 
the characteristics of the asthenic type of Stiller,” hypovegetative 
type of Pende,’ hypoplasic constitution of Bartel,” phthisic habitus, 
cerebro-respiratory type of Chaillou and MacAuliffe.” For us 
this morphologic type represents a type of culture as opposed to 
the macrosplanchnic which we consider a type of nature. 

Why is it that consumptives, who usually possess this habitus, 
show so often the neurasthenic syndrome? 

Many are the opinions on this subject. Some authors believe 
that the nervous symptoms are due directly to the tuberculous 
toxins, but this opinion cannot be accepted, first, because neuras- 
thenia appears many times several years before tuberculosis sets 
in, in predisposed individuals; and secondly, because the nervous 
symptoms do not grow with the progress of the disease. The many 
ingenious psychological theories explain the nervous phenomenon 
only in part. Undoubtedly the mental set of the tuberculous 
patient, who is forced to contemplate his doom, plays a great role 
in the fixation of the nervous symptoms, but we think the physical 
constitutional element is to be primarily considered. We agree 
with Ichok” that the organic impairment is the primary factor, 
all other factors may supervene as secondary in the course of the 
disease. 

Consumptives are predisposed toward neurasthenia as they were 
for tuberculosis, namely, they have in their morphologic type the 
latent organic factors of their disease. The Koch bacillus is but 
one of the means by which nature gets rid of the abnormally 
constituted individuals unfit for the race. 

The tuberculous patients are usually microsplanchnic or extreme 
microsplanchnic. It is generally known that they as a group repre- 
sent rather intelligent individuals. Owing to the deficient develop- 
ment of their muscular system, they do not indulge in athletic 
exercises and acquire a greater transport for the zthetic side of 
life. In the same way as in individuals possessing the phtisic 


538 THE MORPHOLOGIC BASIS OF THE PSYCHONEUROSES [| Jan. 


habitus, the slow pulmonary circulation favors the chronic inflam- 
matory processes of the lungs, the lung capacity being too big for 
the relatively small size of the heart, especially in its left portion; 
so the scarce nutritional energy assumed by the microsplanchnics 
is the cause for their dysharmonic and deficient organic functions. 
It is the easy muscular fatigue secondary to the deficient organic 
functions that brings this type to react in that peculiar clinical 
picture met with in neurasthenics. 

That hysteria may be found among tuberculous subjects is 
certainly a fact, however our experience and our inquiries in sana- 
toria for tuberculosis are to the effect that cases of hysteria are 
rather few among consumptives when compared with the great 
many cases of neurasthenia. 

Of course, it would be absurd to assume that neurasthenics are 
expected to be found among the microsplanchnics and hysterics 
among the macrosplanchnics. We do not say that all dolichomorphs 
will become neurasthenic and that all brachymorphs will become 
hysteric. Any one of the different morphologic types is found 
among emotional, as well as asthenic psychoneurotics. What we 
want to bring forward here is the morphologic diathesis which 
plays such an important role as a predisposing factor in the mental 
as well as the physical disorders. This morphological element is 
usually completely disregarded to-day by observers of normal and 
abnormal mental states." We maintain that, other things being 
equal, the response of an individual to external and internal situa- 
tions (emotions, diseases, intoxications, etc.) may, to a certain 
extent and within the limits permitted by the hereditary laws, be 
anticipated by its morphologic type. Many therapeutic errors are 
due to the fact that physicians, merely concerned with the nosologic 
classifications of their schools and text-books, treat the patient 
only for the symptoms that he shows. It is about time that medicine 
and psychology also should take a more individualistic trend. 


* Since the completion of this work, an interesting book of Kretschmer ™ 
has appeared in which is shown how certain psychoses coincide with some 
types of physical outline. Although the types given by this author do 
not correspond to the morphologic types of the Italian school, yet it is 
most gratifying to note how the somatic study of the patient may assist 
also in the diagnosis of mental diseases. 
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In laying emphasis on the morphologic anomalies we keep in 
mind hereditary as the primary factor in all nervous manifestations. 
The morphologic types themselves are governed by the law of 
heredity. Nervous and mental diseases, alcoholism and all kinds of 
intoxication and infections in the ancestors and parents, especially 
those contracted during the period of pregnancy, have a direct bear- 
ing on the structure of the nervous system of the offspring. In 
these cases the abnormal behavior of the organism has, as primary 
etiological factor, the abnormal constitution of the nervous system. 
But, in the same manner that modifications occur in the structure 
of the nervous system, the same hereditary factors will induce 
more or less marked changes in the endocrines, which will, later 
on, come to the surface as morphologic anomalies of the body. 
Mind, as well as body, is shaped before the individual has attained 
its full physical development. Harmonic disorders are responsible 
for both the physical and mental deviations taking place during the 
period of development; therefore, quite often we may get some 
insight in the mental make-up of the patient by an accurate mor- 
phologic study. 

The proper consideration of the morphologic anomalies and a 
better interpretation of their significance will be of great help to the 
physician in the diagnosis and treatment of the functional mental 
illnesses. Lombroso’s conception in its essence was founded on a 
morphologic basis. In this respect we do not see any weakness in 
the main point brought forward by the Italian scientist, even if his 
theories were extended too far by too enthusiastic followers look- 
ing for hasty practical conclusions. 

Summing up the result of this preliminary study has shown that 
well built individuals (eumorph types) are less subject to psycho- 
neuroses than the other individuals in whom a certain disproportion 
exists between the system of relation and the system of nutritional 
life. The latter who possess morphologic dysharmonies, in excess 
or in defect, present also in a special manner that neurotic diathesis 
which is responsible for their diminished degree of resistance to the 
physical and psychic surmenage of life. This is probably only one 
aspect of a fundamental biological law by which the individual 
responding to the requisite of the average in a given group, is the 
one better fit to resist the handicaps of the environment and is 
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endowed of a greater capacity of adaptation. The normosplanchnic 
in fact represents the average type of the race, the prototype from 
the eugenic point of view, who possesses the greatest degree of 
resistance toward any internal and external pathogenetic factors. 
The other two types, the macrosplanchnic and the microsplanchnic 
who, during the period of development, deviated from the average 
ethnic type in virtue of the “law of deformation” of Viola, are 
subject to lose more easily that dynamic balance of the organic 
functions, which the better-fit individuals of the race pre-eminently 
possess. 

But even if our findings are not considered independently from 
that general biological phenomenon, our study will not lose its scope. 
It will serve to demonstrate the need for a physiology and a psy- 
chology of constitution, as well as for a pathology, in an epoch in 
which the study of the pathogenic causes residing outside the 
organism (germs) and of the environmental factors (training, edu- 
cation, etc.) have made the physician and the psychologist neglect 
the other equally important factors acting from the inside, namely, 
those residing within our endocrine system, which are mostly active 
during the period of development of the organism. 

To promote a proportionate morphogenesis by improving the 
morphologic characters of the race, and by correcting the morpho- 
logic dysharmonies of the individual during the period of develop- 
ment, is a problem of mental hygiene which eugenists must earnestly 
consider. 

We must reduce the number of extreme macrosplanchnic and 
extreme microsplanchnic subjects if we want to improve, together 
with the qualities of the body, the qualities of the mind. 

This end may be accomplished : 

1. By avoiding marriages between two individuals possessing 
the same morphologic defect or excess, such as between two extreme 
macrosplanchnics and between two extreme microsplanchnics. 
Nature has provided man with some inborn attractions or repul- 
sions, sympathies and antipathies, which seem to be directed toward 
this end. 

2. By correcting during infancy and childhood such states of 
partial or total hypo-evolution and hyper-evolution of the soma 
which the study of the physiologic age of the subjects may reveal. 
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The correction of such developmental deformations will be accom- 
plished, within the limits permitted by the hereditary laws, through 
a better understanding of the means to treat the dysfunctions of 
the endocrine glands. Morphologic anomalies are usually the ex- 
pression of morbid conditions and of states of dysfunction of the 
endocrine glands during the prenatal life and during the period of 
development of the organism, and should be given attention at the 
proper time, because they are accompanied or followed by nervous 
anomalies. 

3. By keeping these abnormal morphologic types away from such 
occupations and experience which require physical over-exertion 
and emotional stress. 

Had this precaution been taken during the last world conflict, in 
connection with the measurement of intelligence of the recruits, 
the number of the so-called “ functionally disabled’ might have 
been eventually reduced. 


TABLE GIVING THE MORPHOLOGIC FINDINGS 
OF 100 PSYCHONEUROTICS. 


No. M.I V.T V. A. ¥. AG. D 
I 638 7.84 13.53 21.37 136.3 28 A 
2 631 8.03 13.42 21.45 135.4 28 E 
3 624 8.26 14.07 22.33 139.4 28 A 
4 605 8.75 15.15 23.90 144.6 40 E 
5 604 9.15 12.93 22.08 133.4 38 A 
6 593 8.46 13.25 21.71 128.8 27 A 
7 587 8.38 17.14 24.13 127.5 36 A 
8 567 8.10 16.29 24.39 138.3 25 A 
9 562 7.65 15.02 22.67 127.4 26 A 
10 553 7.49 16.71 24.20 133.8 35 A 
II 540 7.86 15.61 23.47 126.8 18 E 
12 538 8.03 15.07 23.10 134.4 40 A 
13 531 7.61 15.27 22.88 136.5 34 A 
14 529 8.11 17.31 25.42 134.6 29 E 
15 528 6.99 17.14 24.18 127.5 33 A 
16 528 9.24 18.80 28.05 148.2 25 A 
17 527 10.34 17.74 28.08 128.1 25 E 
18 526 9.31 16.22 25.53 134.3 36 A 
19 504 8.33 17.43 . 25.76 129.9 25 A 
20 502 10.81 16.52 27.33 137.2 39 E 
21 500 7.77 16.13 23.90 121.1 26 A 
22 497 8.98 18.97 27.96 138.9 28 A 
23 491 8.89 15.59 24.48 120.3 34 A 
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33 468 29.00 134.7 27 

34 467 29.20 136.6 26 

35 465 29.08 135.2 29 

36 463 29.35 135.9 40 

37 460 20.43 135-3 30 

38 457 29.93 137. 28 

39 453 31.19 141.3 28 

40 452 26.29 119.0 25 

41 451 32.37 146. 39 | 
42 449 28.46 127 31 

43 447 28.29 of 38 | 
44 447 19.47 29.15 130 34 
45 447 17.67 28.20 126. 36 

46 437 19.93 30.62 133 26 

47 434 20.49 30.28 131 30 

48 434 19.21 28.00 121 33 

49 434 19.47 27 .68 120 40 

50 429 21.56 31.20 134 40 

51 424 21.04 29.71 125 39 

52 420 22.59 32.37 135 39 

53 418 21.81 32.86 137 38 | 
54 417 20.78 30.81 128 26 
55 408 20.73 29.63 120 35 

56 404 25.70 35.12 142 33 

57 401 24.16 33-32 133 36 

58 401 20.81 32.07 128 25 

59 393 23.48 33.80 133 27 

60 392 25.83 35-73 140 26 
61 380 23-74 34.42 134 28 
62 383 23.66 32.62 125 35 

63 381 24-37 34-94 133 39 

64 380 24.24 32.75 124 40 

65 379 23.83 35-21 133 30 

66 3066 24.13 33.38 121 33 

67 360 26.40 36.18 130 29 

68 357 25.81 34.80 124 35 


M.I.= Morphologic index. 
V.T.= Volume thorax. 
V.A.= Volume abdomen. 
T. V.T.= Total volume trunk. 
L. E. = Length extremities. 
AG. = Age. 
D. = Diagnosis (A = Asthenic, E=—= Emotional Psychoneurosis ). 


Average 50 A.: M.I. 456.64; T. V. T. 30.43; L. E. 133.35; AG. 32.16 
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No M.I. ¥. V.A AG D 
69 356 12.82 25.57 38.39 136.8 37 A 
70 355 11.42 25.67 37.09 35.6 40 A 
71 352 8.80 25.35 34.2 120.6 39 E 
72 351 9.12 25.58 34.71 121.7 38 A 
73 347 13.01 27.80 40.81 141.5 36 A 
74 339 9.24 27.78 37 .02 125.5 36 E 
7 335 9.03 25.67 34.70 116.4 25 E 
7 332 9.30 28.92 38.22 126.8 40 E 
77 325 10.06 30.28 40.34 131.3 27 A 
7 318 II.40 33.88 45.29 144.1 33 A 
79 317 10.97 31.45 2.44 134.7 39 E 
80 316 11.62 32.15 43.77 138.6 38 E 
81 315 11.59 29.96 41.55 131.0 40 E 
82 307 10.66 31.38 42.04 129.1 37 E 
83 296 13.41 31.90 45.31 134.3 35 E 
84 292 12.94 34.27 47.21 138.2 35 E 
85 2 10.95 36.04 46.99 135.3 40 A 
86 280 9.99 34.33 44.34 124.2 39 E 
87 279 9.96 34.66 44.62 124.5 39 A 
88 270 10.97 33.54 44.51 120.0 32 E 
89 268 13.16 38.08 51.24 137.3 37 E 
90 268 11.65 35.95 48.50 130.5 34 E 
gI 259 11.58 37.64 49.2 127.5 40 E 
2 257 11.99 35.92 47.91 123.3 39 E 
93 255 11.04 37.66 49.60 126.5 34 E 
04 251 11.77 39.20 51.06 128.3 32 A 
95 250 9.99 32.38 52.37 130.9 37 E 
96 246 9.54 45.10 54.64 134.4 39 E 
97 232 10.97 41.66 52.64 122. 38 E 
98 205 14.33 45.05 59.38 122. 35 E 
- 99 204 8.05 46.41 54.40 111.5 32 E 
100 202 15.28 42.13 57.41 116.3 40 E 
Average : 414.35 33.890 131.07 33.04 


| | 
| | 
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CENTRALIZED CONTROL VS. LOCAL CONTROL OF 
STATE HOSPITALS.* 


By SIDNEY D. WILGUS, M.D., Rocxrorp, ILL. 


This subject was selected with the feeling that certain facts and 
figures could be brought forth to serve as basis for a discussion of 
the relative worth of the above two means of management of state 
hospital groups. An early cursory review of the situation soon 
uncovered the fact that there really remained very little for dis- 
cussion for the reason that centralized control had become so 
widely in use that, in reality, a fact confronted us and not a theory. 
This led to the point where it promised to be interesting to review 
the subject in longitudinal section as well as in the transverse 
section that was first in mind. With this in mind it was not long 
before the conviction came that we had under discussion a trend 
of the age, namely, one of the indications of that social and political 
change most widespread throughout our national fabric. 

To begin with Revolutionary days we will recall as a fact that 
our first constitution, the Articles of Confederation, led to much 
confusion and dissatisfaction, for the main reason that there was 
no adequate provision for centralized authority. The distress aris- 
ing from this situation led to the calling of the Constitutional Con- 
vention that developed the Constitution (a series of compromises 
and checks) as finally adopted. Even in those days, at the con- 
vention and later, the subject of centralized vs. local government 
was earnestly discussed, and, in fact, the development of the two 
early political parties (Federal vs. Republican) was based on diver- 
gent views in this very matter. It will be recalled that Hamilton 
and Jefferson were respectively the leading exponents of these, 
and that eventually the tragic death of Hamilton followed largely 
because of his outspoken conviction. After a temporary victory 
for those in favor of strong central government, the pendulum 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
Association, Detroit, Mich., June 19, 20, 21, 22, 1923. 
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swung the opposite way, and the period of Jeffersonian simplicity 
with its favor of local self government held sway for many years. 
However, looking back we see evidence of discord and it is no 
doubt a fact that those believing in strongly centralized government 
constituted a powerful minority throughout this period. It is inter- 
esting, for instance, to recall the first whiskey rebellion, the fore- 
runner of the present whiskey rebellion, which burst out in the 
opposition of a majority of a certain section, to the more stringent 
liquor regulations of the strengthening government at Washington. 
Then there was the constant discussion of the slavery question 
which introduced this debate in most virulent degree to diverse 
sections of the country. Eventually the Civil War was fought on 
the ground of state rights and with the defeat of the South the 
national government began to assume in advancing proportions 
the prerogatives of a strong central government. All of us who 
can look back to many years of progress can recall when the entire 
horde of immigrants came through famous Castle Garden, the 
immigration station managed by the State of New York. Within 
our memory the entire field of immigration has been taken over 
and assumed by the federal government. In like manner, the 
various local quarantine stations for maritime cities were taken 
over one by one, until finally New York, the last to hold out, gave 
up its own quarantine station within the past decade. The militia 
has become nationalized. The public health department is nation 
wide in its activities. The government has taken over conservation 
of our national resources, and to come to current events, we can 
see in to-day’s acts the development of our great national ocean 
fleet and the national Sheppard-Towner Act with its subservient 
acceptance by the states. Also at this very moment there is a strong 
attempt to federalize education and, if such past incidents are ac- 
cepted as precedents, this certainly will become a fact in the not 
distant future. We will agree, I am sure, that these few illustra- 
tions are sufficient for the point that the tendency has been toward 
the development of a strong central national government and that 
the trend has continued without abatement, in fact, with increasing 
rapidity, during the past hundred years. It is needless for those 
who champion local initiative and individual initiative to discuss the 
subject in theory for we are facing centralization as a largely 
accomplished and still progressive state of affairs. Here we are 
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nearly with Patrick Henry who when told in 1775 that war might 
come, said, “ May come! May come? It has already come.” 

Thus far we have spoken of it in relation to the national govern- 
ment only but it interests us now to note that our state govern- 
ments, not to be outdone, have in the same way tended to subsi- 
dize and effeminate local districts with road aid, school aid, health 
inspection, Sheppard-Towner assistance and what-not, and to 
develop a bureaucratic or mechanical form of government. Of 
course we are interested, in particular, in our state hospital work, 
for here we can see for ourselves the effect in this phase of public 
opinion. In colonial days, all individuals affected with disorders 
of behavior were simply considered nuisances, and thus the feeble- 
minded, the insane and the criminal were herded together under 
town control. A hundred years ago our leading physicians realized 
the need of classification and began to demand proper medical care 
for the insane. With the coming of state hospitals the form of local 
management under representative citizens, boards of trustees, 
came into being. These were independent for a time and then we 
observe creeping in the development of boards of state charities 
with supervisory powers only over these local activities. The now 
familiar tendency toward concentration of power changed this 
easily from central supervision to central management and thus 
some thirty years ago we began to see appear in various states, state 
commissions and state boards all with increasing powers, in accord- 
ance with the decreasing importance attached to the advantages 
of local management. With dominating tendency the trend has 
continued and now no state is without some form of state control 
and in many states one department alone involves a comprehensive 
system of administration and all around control of all state elee- 
mosynary activities. 

And now the search for the reason for this radical change in 
government ; this opens an interesting field for speculation. Three 
main facts appear foremost. For one thing we are an impatient 
people and the first indication in public officials of psychomotor 
hesitation even though under judicial guidance, rouses a feeling 
of popular impatience, and a desire to secure action, even if this 
be without the saving guidance of intelligence. Then again, we have 
a constant change of high public officials, each one of whom as he 
takes office feels he must accomplish something noteworthy in his 

37 
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capacity as leader, and according to the dictates of an impatient 
people, and so we see each new executive inspect with critical 
analysis what has gone before and attempt to substitute, nay 
instituting, something theoretically better even if new and untried. 
This habit of constant change produces in turn that feeling of ner- 
vous irritability amongst officials and the public that in the long run 
in turn encourages further repetitions. Thus in numerous states 
we have developed for us a circle of unending experiments that 
largely get nowhere in practical life. Third and lastly, with all 
that is said, perhaps the instinctive fear and suspicion of others 
with which we have been endowed by nature is more responsible for 
the trend than any other one factor. It was suspicion all the way 
around that led to weakness in the Articles of Confederation. The 
same feeling led to the checks and counterchecks to power as 
seen in the Constitution. Since those early days the urge of repre- 
sentative official government, based as it is on these three inherent 
mental factors of impatience, ambition and suspicion, has been 
away from the allowance of personal or local prerogative or initia- 
tive, always on the ground of alleged threatened or actual mis- 
conduct (including extravagance) on the part of local people. 
This allegation, of course, may be based on fact or otherwise, but 
in either event it is always used to justify acts often arbitrary and 
violent and to arouse uneasy suspicions in the public mind (as it 
does) and leads (as intended) to public sympathy with the checks 
to personal initiative and personal judgment. And so, as a rule, 
public officers of to-day are bound about by red tape, designed 
specifically to control, if not to kill, that personal initiative, the 
possession of which has been the boast of our population from the 
time of the settlement of the continent. It is forgotten meanwhile 
that the very existence of our great country and its varied activities, 
is due largely to personal initiative and there remains only the 
suspicion, if not enmity, toward free brains, a feeling held not 
alone by the low and inferior, but unfortunately by many equals. 
Hence to get away from dependence on the merits of individuals 
we have been and are still attempting to make governmental ma- 
chinery to run things in strictly automatic manner or, at least, with 
the least possible intervention of individual judgment. In the 
judicial field it is interesting to note that for the very same reason 
(i. e., popular jealousy and fear of unfettered free judgment and 
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will of judges), we have developed as a piece of mechanics no 
fewer than five hundred thousand laws to regulate in detail human 
conduct instead of the two thousand only that Rome found basic 
and necessary provided only they be vivified with brains. Note 
that the age-long battle between instinct and the intelligence 
that would control, has a bearing on our problem with the ad- 
vantage not altogether in favor of the latter. 

To continue this last thought, we who have some pretension to 
psychological and psychiatric knowledge are aware that the highest 
development in evolution lies in human intelligence, static or 
dynamic, as it contributes to our social life. Human intelligence in 
this highest phase is the end product of a hundred million years of 
the rise of man and further progression is possible only because of 
and through its activated possibilities. Curiously enough, we find 
even here our popular and ever-present strong check, existing, as it 
does, to the activities of the organ of this gem of progress, actuated 
by the jealous lower and baser mental possessions that were para- 
mount and in full control millions of years ago. For one illus- 
tration of what I mean, we are spending sums of money running 
into hundreds of millions, to cultivate this end product of evolu- 
tion, that it may more efficiently and more thoroughly accom- 
plish its end of onward social movement ; and then turn around and 
bind it powerless with such acts as give the exponents of muscle 
tissue the final say in the management of our most intricate and 
highest specialized mechanical pursuits not to mention administra- 
tive affairs of the same grade. Note the attempt at the popular 
rule of justice by binding her fast with a multitude of laws as 
noted in the last paragraph. Notwithstanding all our attempts 
of 200 years to advance the intelligence of the classes and the 
masses, our latest and highest manifestation of psychology, the 
social order (and hence its representatives, our public men, its 
servants) is still so entirely under the control of those group in- 
stincts and emotions, and clumsy group trial and error mechanisms, 
as against pure reason and judgment, that sometimes one almost 
despairs of any immediate constructive value to be attached to 
education of the masses. On such grounds sages of the day write 
books on The Triumph of Mediocrity and The Revolution against 
Civilization. 
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So with this closing of the elaboration of the three main factors 
looking to centralization we see more clearly the origin of some of 
our difficulties. Knowledge when put to proper use is power and 
a source of wisdom, so let us apply this to our own problem. 

Our problem affects but one of the many activities of state 
government all similarly affected. In the state hospital matters 
which interest us particularly in this meeting I personally have 
always conceived of a form, an ideal form of state hospital man- 
agement in which the managing officer, the brains, is selected with 
great care, his character and capabilities carefully weighed, and 
who upon appointment is given free and autocratic rein in his 
institution and held strictly accountable for the results (Hamilton’s 
idea of government). The superintendent, the activated intelli- 
gence, should then be the individual under the fostering protec- 
tion of civil service and few or none else in the institution should 
be. But like most idealisms this conception is impossible of reali- 
zation except in markedly modified form; the trend is strongly 
in the opposite direction ; moreover in the absence of this idealism 
of institution management, centralization plans not seldom have 
some degree of merit. I feel all we can do in to-day’s practical 
institution life of the social field is to apply the brakes to badly 
conceived movements towards centralization in so far as our powers 
and influence allow and it may be suggested as even better evidence 
of intelligent grasp of the situation, that it would be well for men 
of your calibre to join the majority and become steersmen of this 
particular social bark. Thus while allowing action to meet the 
demand of the multitude to furnish sane guidance and control 
to the so-called progressive or modern centralizing movements, 
which if simply let alone, or blindly opposed, become mischievous 
more often than helpful. In our own problem of state hospital man- 
agement this plan to compromise and to seize the lead in centralizing 
and other “ progressive’ movements follows recognition of the 
modern principle that whereas the brains to-day may no longer 
dictate they may through innate power take the lead and steer 
the way ; so long as this opportunity becomes translated into fact 
constructive progress will surely follow. In mechanical centraliza- 
tion lies the only other agency to assume control and we must 
choose. The means through which state hospital men are to accom- 
plish this more desirable end will differ of necessity in the different 
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commonwealths but must always include (a) rational and compre- 
hensive plans followed to a consistent end; (b) the co-operation 
and active assistance of influential bodies, lay and professional, 
without whom little can be accomplished. Time, Einstein claims, 
is the fourth dimension and a leading factor in the calculations of 
man and here as elsewhere this factor may bring discouragement 
if undue haste is sought in evolving solutions. 

So plan with thought, foresight, judgment, compromise ; make 
use of time as a saving factor; marshal your friends ; and together 
these will allow us finally to lead the way, not to centralization, not 
to total decentralization, but to a rational and stable balance between 
the two. Nothing else can be acceptable in this nor in the other 
fields of social activity which also must evolve some such plan or 
eventually suffer most severe penalties. 

The writer recognizes the subject matter is approached here in 
a manner perhaps unexpected, and offers an apology if one is due, 
but really hopes this method of approach will tend to clarify the 
situation and open full discussion of the details necessary to bring 
this plan to accomplishment. 


DISCUSSION. 


Tue Presipent.—This paper will arouse many thoughts among those 
present, who are largely divided into two groups, those who administer 
central policies and those who are thus supervised. The Chair will call upon 
Dr. Kline, of Massachusetts, as a representative of the former group for 
some of his experiences with the centralization methods employed in that 
state. 


Dr. Kurne.—It is an obvious fact that this is the day with a tendency 
toward centralized control and, whether we approve or not, I think more 
and more the states are passing legislation toward centralized control. In 
the state I have to do with we have taken a middle course and continue 
with a board of trustees for each state institution, in whom the control of 
the individual institutions was formally vested; and for a central control 
board, the Department of Mental Diseases. I think the essential thing in 
those states that have central boards of control is to insist, in the organic 
law creating the centralized board of control, that the head of the com- 
mission or the head of the board shall be a physician, trained in psychiatry, 
and shall have a certain number of years at least—preferably five or ten— 
of institutional experience, and if there are more than one member, that the 
majority of the commission be physicians who are also psychiatrists and 
experienced in institutional management. 
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The tendency of state government, of course, is to subordinate the 
essential purpose of the institution—i.¢., the care and treatment of the 
patients in the hospital—and bring to the fore an aim to see how cheaply 
the institution can be administered. If in boards of control you can maintain 
a majority of physicians who are trained men then I believe the danger of 
the centralized boards will be minimized. 


Dr. HAviLanp.—Representing, as I do, a centralized form of control, I 
would like to say that I believe there are advantages and disadvantages both 
in local control and in central control. It would seem that after all, the 
question is largely one of balance. An extreme degree of central control and 
also entire lack of central control seems to lead administrative evils, which 
can best be curbed by a modified control, which leaves local initiative 
unhampered. The central control I represent is very largely a supervisory 
control with sufficient administrative authority to maintain standards. Dr. 
Wilgus emphasized the need of establishing and adhering to certain stand- 
ards. However, in even a relatively small group of institutions standards 
are bound to vary, lacking some central control to maintain adherence to 
the standards fixed. It would seem that the theoretically ideal administrative 
system is the one which permits the largest measure of local initiative com- 
bined with sufficient central control to insure maintenance of proper 
standards. 


Dr. Wuite.—Dr. Haviland said a good many things I wanted to say. It 
seems to me there is a principle of administration involved. There are 
certain things that can be accomplished by centralized control and certain 
things by de-centralized control, and both of these aspects of control have 
to work together. 

I recall in the history in New York State before that was in effect, 
there were a number of state hospitals getting along very well while others 
were struggling to get along on small appropriations; some with a high 
grade of medical service and some with relatively very poor grade. Now 
that is what you get without any centralization. It is essential to give all 
institutions the benefits which only one out of a dozen will get otherwise. 
If centralized control went to the point of dictating the activities of each 
superintendent, it would go too far because by so doing, it would rob the 
state of the best service of that man. Centralization and decentralization are 
two forces in any administrative system that are working in opposition to 
one another. When an organization becomes too complex, there is a ten- 
dency for decentralization. When the decentralization is becoming highly 
efficient, there is a tendency for centralization. You will find either the 
one or the other tendency if you are looking at the history of the movement. 

There is the question of how these two forces shall be balanced; whether 
it shall be centralization or decentralization, or how much of each one is 
practical in the particular situation under consideration. 
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Dr. Witcus (in closing).—I would simply like to stress the term 
“leaders” of whom I spoke and who we would like to have administer 
these big things of the future. 

If all this work in all the states were in the hands of such good leaders 
as have discussed the paper we would have nothing to fear. On the other 
hand I want to say that the trend as I have said has been progressive and 
it appears to me that the tendency toward centralization is progressive and 
has a long lead. I have talked about the trial coming to balance local 
influence against central power. It has not come yet, the trend is still in 
favor of the latter factor through all our social life. At one of our home 
meetings we had a professor of sociology from a university in Chicago who, 
in discussing this subject, said that socially we have been passing through 
the age of aggression and have at last reached the age of participation. 
That in another way expresses my point about the basic social changes we 
have been discussing. Social evolution, if not revolution, is on. Our sub- 
ject covers only a small phase of it. 


= 
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CADET PROBLEMS.* 


By HARRY N. KERNS, M. D. 


Major, Medical Corps U. S. Army, U. S. Military Academy, 
West Point, N. Y. 


It has been suggested that a discussion of psychiatric problems at 
West Point, though not differing essentially from student problems 
met with at other colleges or universities, might be of interest in 
view of the rather frequent mental upsets encountered in a group of 
carefully selected adolescents, all in excellent physical health, living 
under conditions of ideal physical hygiene, but subjected alike to a 
very exacting military routine. Some idea of the relative incidence 
of the nervous disorders may be gained from the statement that 
during the spring and winter months they are encountered second 
in frequency to acute respiratory diseases, while during the fall 
and summer seasons, they are outnumbered only by minor injuries 
incurred in outdoor athletics. Frank mental disease is uncommon ; 
one psychosis a year is about the average, and during the last four 
years these have all been of the dementia prazecox type. With the 
exception of psychoneuroses and mild depressions, the problems 
are largely ones of behavior—of acute reactions to the stress of the 
local situation. 

For the benefit of those of you who are not acquainted with the 
Military Academy, it might be of interest to sketch briefly cadet 
life in order that we may have a background upon which to project 
our case material. 

West Point is built upon physical training, discipline, and honor ; 
upon this tripod rests a superstructure of academic instruction. 
Throughout the academic year the cadet’s duties are so completely 
mapped out for him that there are few moments he may take for 
himself. And not only are these duties laid out in the minutest 
detail, but the hour and moment each duty shall be performed are 
also specified. There is a time for eating, a time for sleeping, a 
time for study, a time for recitation, a time for drill, and a time 
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for exercise, and if any moments are left, a time for rest and 
reflection. The schedule moves with clock-like regularity, and the 
slightest deviation on the part of the individual from the pre- 
scribed order is met with appropriate penalty. The training in 
general is divided into two departments, military and academic, 
and the academic sections are so arranged (12 men to a section) 
that each cadet is called upon to recite in every subject each day. 
The whole scheme is competitive, relative rank at graduation being 
based upon military and academic standing during the four years. 

The feature of which West Point is most proud is her honor 
system. This stands out above everything else. For more than one 
hundred and twenty years, the Military Academy has set an 
example for honor, which every school in the country would do 
well to follow. No pledges are required ; the code is simply handed 
down from class to class by word of mouth, and all matters of 
honor are handled by the cadets themselves. 

Opportunity for diversion is had chiefly in outdoor athletics 
which are compulsory, moving picture shows held on Saturday 
nights, and carefully chaperoned weekly hops. With the excep- 
tion of an occasional 24-hour pass granted to members of the 
First (Senior) Class, and a 10-day Christmas vacation for the 
three upper classes, but one furlough (a 12 weeks’ leave at the end 
of the second year) is allowed during the entire four years. Such 
a program affords little opportunity for contact with the outside 
world. Relations with the opposite sex are most carefully super- 
vised, smoking, except in barracks, is taboo, and alcoholic indul- 
gence means dismissal. The power which enforces these regula- 
tions is the code of honor of the Corps of Cadets. From the fore- 
going one may get some idea of the cloistered atmosphere at West 
Point. 

How does the cadet react to such a system? Much depends, of 
course, upon what has gone before. The average stable lad, the 
one who has hitherto made good adjustments, will have brought out 
the best that is in him. The well regulated life and the physical 
training mold him into a splendid healthy animal, while the high 
standards of honor serve as an unfailing guide to character for 
which the Military Academy is so justly famous. There are in 
general three sources from which our material comes ; first, there 
is the individual who has always been out of adjustment and who 
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wanders into the Military Academy quite incidentally ; then there 
is the boy who has never had serious difficulties, but who may have 
a latent nervous defect which will be brought out by the rigorous 
system of training ; and finally the lad who has come to West Point 
in the hope of having some of his problems solved. 

West Point has a reputation for making men, but it is just this 
reputation which attracts a large group of youngsters (larger 
perhaps than obtains at any civilian school) who have been made to 
feel that they fall short of this manly standard—‘ If I can just go 
through the United States Military Academy ” we can hear one of 
these lads say—‘“ The whole world will have to admit that I am 
really a man after all.” And most of this group really make an 
excellent compensation. But if for any reason the compensation 
breaks, there is serious trouble ahead. It will not do for an indi- 
vidual of this type having met disillusionment and rebuffs, to lapse 
into his former habit of withdrawing contact from his fellows. In 
the civilian school he may say to himself, “I am not wrong, but 
the world is wrong. I am too good for these men.” And he may 
retire to a little world of his own making. But the cadet must be a 
gregarious animal; there is perhaps no school in which the herd 
instinct makes such insistent demands. 

From what has been said it will be obvious that West Point is a 


fertile field for incipient nervous disorders. No system can take 


a group of young men, dress them alike, teach them alike, drill 
them alike, and grind them through the same machine, without 
breaking a few of them. Fortunately conditions for observation 
and general supervision of cases could hardly be better. The 
Medical Department is the one flexible link in the military chain ; 
the doctor is custodian of the keys that open the door to escape ; 
the hospital is the safety valve. One does not have to go scouting 
about for evidence of strain; the schedule is so rigorous that the 
cadet is only too glad to consult the physician upon the slightest 
pretext in the hope that he may be excused from drill or be admitted 
to the hospital for a few days rest. And there is something very 
satisfying in working with these youngsters. They are unques- 
tionably the cleanest, the most honorable, the best disciplined body 
of young men in the country. One does not find among them the 
backing and filling, the evasion, the resistance so common in private 
or institutional practice. A cadet’s statement is invariably true and 
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one can depend upon instructions as to treatment being carried out 
to the letter. 

In describing cases I shall attempt to bring out only the salient 
points, omitting all material of negative value. 
~ Of the psychoneuroses, conversion hysteria is the least common, 
but three cases having occurred during the past four years. This 
checks up very well with our war experiences from which we 
learned that hysteria was far commoner among the enlisted than 
among the officer personnel. 

Cadet “ B” was admitted to the hospital in an acute hysterical 
convulsion from which he was promptly relieved by a hypodermic 
of sterile water. Examination showed nothing except very well 
marked signs of hypopituitarism, including a somewhat infantile 
facies, female type pelvis, and an effeminate personality. Following 
the hysterical outbreak he developed headaches for which he was 
treated for two months unsuccessfully by psychotherapy and 
pituitary feeding. At length he was granted sick leave from which 
he never returned. This boy appears to be one of those individuals 
to whom I have previously alluded, a lad striving for recognition 
of his manly qualities, the existence of which he had some reason 
to doubt because of his endocrine heritage. Doubtless his colleagues 
at West Point were not long in discovering that which he himself 
had long suspected, and in a moment of stress his compensation 
broke. The case of Cadet “B” is mentioned because it illustrates 
so well the inferiority mechanism which is probably at the bottom 
of more nervous and mental disorders among the cadets than any 
other single factor. 

Cadet “C,” a “ plebe,” was brought to the hospital complaining 
of pain and blindness in the left eye. There was nothing of impor- 
tance in the family or personal history, and physical and neurological 
examinations were entirely negative. When first seen, he had a 
bandage over his eye, and it was not without some difficulty that 
this was removed—the patient fearing the effect of light. The eye 
lids, which were in spasm, were forced apart and inspection 
revealed no evidence of inflammation of other abnormality. 

“ Well Mr. ‘C,’ ” I said to him. “ Tell me how this trouble came 
on?” 

“Tt came on this morning very suddenly, Sir. I was seated at 
the breakfast table and an upperclassman tossed me a drinking 


— 


| 
| 
| 


1924] HARRY N. KERNS 559 


glass. I missed the glass, Sir, and it fell to the floor and broke, 
whereupon, the table commandant said, ‘Mr. “C,” what’s the 
matter with your eye?’ Immediately I felt the pain in my eye and 
could not see.” 

In this individual, the pain and blindness cleared up during a 
15-minute interview in which it was explained to him how he had 
become ill. 

One might suspect malingering in a case of this sort, but from 
two years observation of the boy since his illness, I am convinced of 
his honesty. 

Under the heading of psychoneuroses I have grouped all dis- 
orders characterized by symptoms for which no organic basis 
could be found. Though they are brought out by stress at any time 
during the academic year, they are most frequently met at examina- 
tion season. Let us see what it means for a cadet to fail. Unlike 
the civilian college, a great deal of publicity attaches to an appoint- 
ment to West Point. The appointee is the recipient of congratula- 
tions from all his friends and the propaganda is quickly taken up 
by the local newspapers. From the time of his appointment, the 
candidate becomes the representative of a proud community. A 
great deal is expected of this boy; he is burdened with a tre- 
mendous responsibility. One can visualize the talk and stir, the 
receptions and dinners given in his honor, the words of advice, and 
even the final departure, accompanied to the train perhaps by the 
village band. How different his reception at West Point where 
he is greeted by an upperclassman with a “ Get your chest out, 
drag in your chin, suck up your guts, and say ‘ Sgr’ when you 
address your superiors.” To all of this bantering he can accustom 
himself during his year of “ plebedom,” but when examination time 
comes he may discover that his preliminary preparation in mathe- 
matics has been rather scanty, that French and English are not the 
easy subjects they were in high school. He feels himself slipping, 
but he cannot fail. What will they say at home? After all that has 
been expected of him, he simply cannot go back and face the music, 
an acknowledged failure. And so when the storm clouds gather, 
when disaster looms ahead and ruin seems certain, refuge is sought 
at the hospital. And they come with all manner of symptoms. 
Time does not permit describing individual cases of this type; the 
same defense mechanism runs through them all. As an example of 
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the affective tension in face of failure, I recall two occasions on 
which cadets consulted my opinion on a point of honor. The ques- 
tion raised in each case was whether or not it would be honorable 
for one to break one’s leg in order to get into the hospital and 
thereby avoid being “found” for demerits. The cadet cannot 
accept academic failure, but physical failure is a different matter ; 
it offers a way out which does not involve disgrace. With reactions 
of this sort effort is made to get the individual to see that he is 
really only substituting one difficulty for another, and above all, to 
get him to face the situation squarely and upon the same level at 
which it arises. 

As might be guessed, the monastic environment of West Point is 
highly conducive to frank sex problems. There is practically no 
opportunity for normal sex expression at West Point, and furlough 
comes but once in four years. A homosexual outlet must, of course, 
be considered, but one can only speculate as to the extent of homo- 
sexual practices ; theoretically perhaps, they should be commoner 
than at civilian colleges. However, I have never met a conscious 
homosexual problem among the cadets, and so far as known, such 
a situation has never come to light. A great many have found 
excellent sublimations for unconscious homosexual tendencies and 
the partially sublimated types undoubtedly make up a considerable 
number of the depressions and psychoneuroses. 

Auto-erotism is the sex problem about which the physician is 
most frequently consulted and with the exception of those cases in 
which it is a symptom of a more malignant disorder, there is no 
problem which is more easily or satisfactorily handled. All of these 
individuals are suffering from misinformation and fear, and treat- 
ment is simply a matter of removing the element of fear by a 
candid statement of the truth. During the past two years there 
have occurred three cases of this type who were well on the verge 
of suicide as the best means of escape. Nothing is more gratifying 
than to see the manner in which these youngsters respond ; and it is 
rarely that it is necessary to see one of them a second time. 

A word or two might be said as to the general lines of treat- 
ment of the nervous disorders. We are not committed to any 
particular school of therapy ; suggestion, persuasion, rest, re-educa- 
tion all have a place, while the inculcation of a more wholesome 
philosophy of life often meets the situation. As to psychoanalytic 
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treatment, lack of time on the part of the cadets and lack of experi- 
ence on the part of the physician, forbid anything except a rather 
superficial study, but fortunately enough, a superficial study is all 
that is required in a great many of the problems. I refer particu- 
larly to the acute situations arising incident to the stress of the 
military regiment—such, for example (though they are not all so 
simple) is the case of the boy who went blind after breaking the 
water glass. 

Dismissal from the Acudemy for any cause is unquestionably a 
greater tragedy for the individual concerned than failure at a 
civilian college or university. A prominent physician whom most 
of you know and who served as a medical officer during the war in 
charge of a very important department, can tell you of a doctor 
whom he had known for the greater part of his life, and who had 
never displayed anything but mediocre ability. During the war 
this very ordinary doctor became a medical officer and was sent 
over seas where he showed amazing ability in handling positions of 
great responsibility. When asked how he explained such unsus- 
pected talent he replied, “ Well, 25 years ago I was ‘ found’ at 
West Point and I have been waiting all these years for an oppor- 
tunity to come back and settle an old score by making good on a 
military job.’ This man had indeed found himself—but 25 years 
is a long time. Could not that time have been shortened, if some 
one, preferably, of course, an officer on duty at the Academy, but 
one with some understanding of adolescent reactions, had talked 
the matter over with him before he left? I do not know. But this 
story is the one I have in mind when interviewing those who are 
about to be dismissed for academic failure. Conditions do not 
permit spending more than a few moments with each man, but I 
believe even that is worth while. A great many of these lads have, 
for emotional reasons, selected a career for which they are in no 
sense qualified. Effort is made to get them to see that the real 
mistake was not in failure but in the selection of a vocation. Men- 
tion is invariably"made of some of the men who have failed at 
West Point such as Whistler, and Edgar Allen Poe and who later 
achieved fame. Owing to the difficulty of following up the cadets 
who fail, the question of whether or not anything is really accom- 
plished by the final interview is one that cannot be satisfactorily 
answered. However, it can be stated that a considerable number 
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are dissuaded from the idea that life must be begun anew by 
running off to South America or Australia. 

The prevention of nervous and mental disease at West Point is 
a problem worthy of more intensive study than it has received in 
the past. As a military academy, West Point ranks second to none 
in the world, but after all it is a military academy and not a uni- 
versity. Colonel Steese in his memorandum prepared in answer to 
the criticism of the teaching system offered by Dr. Eliot states in 
part: 

We admit that West Point is hard, and we admit that it is narrow. Its 
object is to turn out raw material for officers, not dilettante, and, accord- 
ingly it specializes in character, not manners. We consider that it is well 


at least one institution should continue in the United States which holds 
that the duties of its students are more important than their rights. 


One naturally hesitates to recommend changes in the interest of 
the mental hygiene of the less stable, which might undermine the 
character training and discipline, so indispensable to the training 
of an officer. After all, the system must be one of elimination, for 
only the strong are wanted, and if it happens that now and then 
the weak are broken, is not that the price that must be paid for the 
production of officers of the highest standard? Against the product 
one must weight the price; during the year 1920 there were two 
suicides in the Cadet Corps—since that time we have been thinking 
more about mental hygiene. Of the various factors conducive to 
mental disorder, West Point has isolation, a rigid discipline, 
., monotony, and an almost total lack of opportunity for individual 
expression. On the other end of the balance, the Military Academy 
can boast a training in regular habits, an unparalleled physical edu- 
cation, excellent sanitary supervision, an esprit de corps second to 
none, and most important of all, a training in honesty. Character 
in itself is no infallible safeguard against mental disease, but if 
one is honest with one’s fellows, one is more apt to be honest with 
oneself and to face one’s problems squarely. Of tremendous value 
in the program for mental hygiene is the division of the Cadet 
Corps, for purposes of academic instruction, into small sections, 
with an instructor in charge of each section. In this way, early 
signs of maladjustment are observed and reported to the physician. 
Actual instruction in mental hygiene has a place in the regular 
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course in general hygiene and this is supplemented with lectures by 
visiting psychiatrists. 

Radical modification of a system of military education which has 
been in vogue for 120 years is not likely to come about in the near 
future. However, the general trend is in the right direction. Ex- 
perience gained from the training of a citizen army during the 
World War has taught the regular army the importance of study- 
ing the individual in his relation to the group. The fruits of this 
experience are more and more to be seen in the training of the 
regular officer. 

DISCUSSION. 


Dr. THomAs W. SaLtmon.—Mr. President, and members of this Con- 
ference. I think that instead of accepting the President’s invitation to 
discuss military features of this paper I would like to speak of some of 
its broader implications. In this main progress of the application of 
psychiatry and the psychiatric point of view to the problems of society 
there have been certain critical situations. Those critical situations have 
been fortunately met and progress has been made. If they had not been 
met, progress would still have gone on, perhaps more slowly, but never- 
theless it is fortunate that some important psychiatric excursions met with 
success. 

Take for instance the success of Dr. Healy’s work in Chicago. If 
Dr. Healy had failed or had lacked ability to do what he did—if he had not 
had a wise and practical approach to the problem of childhood the great 
work which is now so very well done for children suffering from conduct 
disorders would certainly have the same volume and probably would not 
have the same direction. 

In the neuropsychiatric work in the army during the war there was 
a critical situation. That followed the visit of Dr. Pearce Bailey and 
Dr. Stewart Paton to the border a few weeks before war was declared. 
If it had not been for their sensible and militarily feasible plans a neuro- 
psychiatric service would not have been established in the army and a 
great deal of enormously useful work that was done would have been done 
only with great difficulty, if at all. I believe Major Kerns’ work at West 
Point bears upon a critical situation in mental hygiene in this country. 
Its conspicuous success [due to the tact, ability and understanding shown 
by Colonel Reynolds and Major Kerns who made it actually work] will 
have a very marked influence upon the acceptance of mental hygiene by 
those who are responsible for the health of student bodies in colleges and 
universities. It is so easy to say that educational and administrative 
difficulties exist which make it impossible to place mental hygiene and 
physical hygiene on the same basis in safeguarding the health of the 
250,000 young people enrolled in colleges in this country. The work at 
West Point so beautifully described by Major Kerns disposes of that 
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difficulty for, in a rigid military environment where tradition counts for 
more that it does almost anywhere else, the mental health of the cadet corps 
was made the subject of sincere official interest and the most effective kind 
of protection. There is no reason why what is being done at West Point 
cannot be instituted next year in every college with great benefit to many 
hundred of students who, in institutions devoted to the culture of the 
mind, break down with mental disorders without a hand being raised to 
prevent it. In this respect the work at West Point deals with a key situa- 
tion and it has been a very great pleasure to hear it described and the 
special problems met with in the military academy indicated in such an 
interesting way. 


Dr. FranKwoop E. WittiAms.—I should like to emphasize two points 
that seem to me to grow out of Major Kerns’ paper. Year by year the 
psychiatrists have been moving their lines forward. For years we have been 
dealing with mental disorders, and there was a time when patients did not 
come to us unless they were suffering from some mental condition more or 
less chronic. Then the line moved forward to embrace certain of the 
psychoneuroses. More and more this type of patient has been coming 
to the psychiatrist. Still more recently the psychiatrist has moved forward 
in his work to include what may be called behavior disorders. At first 
these were of the graver kind as seen in prisons, reformatories, the 
courts, and the like. The early interest here was similar to the early interest 
in mental disorders. The problem was one of classification, of using the 
diagnostic measuring rod in coming to a better understanding of the type 
of individual who was being repeatedly ground through the courts. This 
work led logically to a study of those individuals who had shown a gross 
inability to accommodate themselves to social life, but who did not present 
any of the obvious pathognomonic signs of well-known mental disorders. 
Gradually the work of the psychiatrist led to the minor delinquencies, par- 
ticularly the minor delinquencies of juveniles and adolescents. While the psy- 
chiatrist in this new situation had much to learn, he also evidently had much 
to give; and it became evident to those who for years have been handling 
these problems as best they could, in accordance with the legal philosophy and 
the philosophy of conduct that was generally accepted by the community, 
that psychiatrists had a more precise knowledge of these difficult indivi- 
duals than it. With this recognition and the new knowledge he had 
gained from his new investigations, the psychiatrist, for years past solitary 
in the care of the hospitals filled with patients suffering from chronic 
mental disorders, has found himself quite generally called abroad in con- 
sultations and we now find him at work in the grade schools, in the high 
schools, and in the universities. Formerly, the psychiatrist’s problem had 
largely been one of diagnosis. At the present time his line of work has 
moved so far forward that diagnosis, in a limited sense, does not serve. 
No diagnosis is to be made, for there is no diagnosis—again speaking in 
a limited sense. The individual before him is not suffering from a psychosis; 
he is not suffering from a neurosis; he cannot be classified in the usual 
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way and there would be no advantage in so doing. The psychiatrist is 
faced with an acute situation in the emotional life of his patient. The ques- 
tion before the psychiatrist is not what is he, but rather, why is he. From 
the report Major Kerns has given of his work and from what I have 
myself had the privilege of seeing at West Point, it seems to me that this 
is the essential problem at the Academy. As Major Kerns has reported, 
there are here a few patients who fall in the category of well-recognized 
mental diseases. There are a few others who are suffering from psychoneu- 
roses of a well-recognized type. Most of the patients, however, do not fall 
into either of these groups, but are individuals who are simply upset emotion- 
ally because of their difficulty in adapting themselves to a difficult social 
situation. Major Kerns’ problem, therefore, is obviously not what is the 
patient, but why has this critical emotional situation arisen, and Major 
Kerns’ problem is the problem of every psychiatrist dealing in the com- 
munity with acute behavior disorders. Now, then, as the psychiatrist takes 
up this problem, it seems to me that another question is raised. 

In general medicine we know such a procedure as emergency treatment— 
that is, treating the situation we find at a given minute as adequately as 
possible. We have had in the past no such thing as emergency treatment 
in psychiatry. Our problems have not been emergency problems. Our 
patient, a more or less chronic patient, has come to remain with us for a 
period of time, and we could take as much time as seemed necessary in 
arriving at a diagnosis and in the application of treatment. But one in 
the position of Major Kerns, or a psychiatrist in a court, or in a high 
school, or in a university, is faced not alone with the psychiatric problems 
presented by his patients, but also with the emergency. The two must be 
considered together. The emergency is as much a part of the patient's 
situation as his psychological condition. Major Kerns’ cadet, for example, 
who was blinded as the result of an incident at the breakfast table involved 
not only a psychiatric problem, but an emergency situation. In the hospital 
the study of the emergency situation can be more or less ignored; in the 
court or in the school, this cannot be ignored. It is an integral part 
of the situation; in fact it may be the crux of the situation. In the cadet 
under discussion there were, no doubt, hysterical mechanisms at the bottom 
of his blindness, but the problem was not alone this. Even granting such 
a mechanism—and many patients one sees under these circumstances do 
not present anything like such definite mechanisms—the cadet is not 
permanently incapacitated. Every moment to him is valuable. He has no 
time to waste. The schedule is so stiff that if he loses any great amount 
of time it will be increasingly difficult, and probably impossible, for him 
to regain his place in the class. Major Kerns must deal with his patient 
in this situation, not in some other situation. He may refuse to recognize 
any responsibilities in the situation and deal with his patient in a leisurely 
fashion, as though no unusual situation existed. This attitude would 
probably be generally approved, as it is in keeping with our methods in the 
past. If he should take such an attitude, however, he would lose his effec- 
tiveness at the Academy, and such an attitude would not be approved if 
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the problem were recognized as one of emergency, any more than the 
attitude of a surgeon at an accident would be approved if he proceeded 
leisurely to tie up severed blood vessels because the situation prevented 
his doing all that modern surgery knows how to do in the presence of torn 
limbs. The job of the surgeon in such an emergency is to do the best he 
can under the conditions presented, in the expectation that, the emergency 
controlled, he can later proceed to apply with greater precision his knowl- 
edge of the restoration of the injured members. It seems to me that the 
situation of the psychiatrist is somewhat similar. He should do the best 
he can in the situation, in the expectation that once having controlled the 
emergency he may follow up the matter in a more precise and thorough 
fashion. One finds the same problem in the high school where a student’s 
failure is not for any intellectual reason, but for a purely emotional reason. 
The job of the psychiatrist, it seems to me, is that of getting the student back 
as soon as possible to a working condition, and this involves treating the 
situation as an emergency, and developing, if you will, the proper emer- 
gency methods. 

So far as those patients are concerned, who present definite psychoses 
or psychoneuroses, Major Kerns follows, as he should, recognized forms 
of treatment; but in so far as those patients are concerned—and they 
are by far greater in number—who do not fall into these groups, but 
present acute emotional disorders, it seems to me that we shall have to 
develop a system similar to that used in general medicine, of meeting 
these conditions in their settings as frankly and as promptly and as ade- 
quately as possible. Our obvious need is to bring relief to the patient at 
the earliest possible moment. To be sure, behind the minor symptoms 
that may be presented, there often, if not always, lies a deeper mechanism. 
Nevertheless, the problem before the psychiatrist at the particular moment 
should not be that of dealing with this mechanism in its complicated 
completeness, but of seeking at once the recovery of the patient from the 
immediate acute condition in which he now is. Nothing more may be 
necessary. On the other hand, it may be necessary later to take up and 
solve, in so far as possible, the underlying problems. The immediate 
situation controlled, the psychiatrist may select to follow any one of 
several courses that are open to him. 

So the two things I would like to emphasize in Major Kerns’ paper 
are that he is dealing with individuals who do not fall into any definite 
classified group, and that he is to meet this situation in an emergency 
way. The method he has chosen seems to me to be a good one. I am 
impressed by his very good sense and judgment, and great credit belongs 
to him, I believe, for the service he has rendered at the West Point 
Military Academy. 


Dr. Kerns (in closing).—I feel there is nothing to be added to the 
discussion. I am deeply appreciative of what Dr. Salmon and Dr. Williams 
have to say about our work at the Military Academy. The time was ripe 
for mental hygiene at West Point when it was inaugurated four years ago. 
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SEX DEVELOPMENT AND BEHAVIOR IN FEMALE 
PATIENTS WITH DEMENTIA PRAECOX.* 


By C. E. GIBBS, M. D., 
Psychiatric Institute, Ward’s Island, New York. 


Author's Abstract—These observations are part of a study of 
the sexual function in patients with functional psychoses, made 
from the viewpoint of biologic psychology and physiology. An 
attempt has been made to determine just what the sexual behavior 
reactions have been. Observations onover 200 women with 
dementia preecox show that the character and adequacy of these 
reactions are rather closely related to the age at which the psychosis 
appears. In cases with early onset the sexual behavior has been 
much more peculiar and inadequate than in those with late onset. 
Confidential discussion with these younger patients indicates, how- 
ever, that many of them have not lacked inclination or desire to 
behave in a sexual way, to react to sexual stimuli. In certain cases 
the episode which just preceded admission seemed to be a desperate 
effort at heterosexual activity. In a few such cases relations had 
been accomplished. A degree of emotion excessive for what actually 
occurs, and which sometimes takes the form of fear, seems to be 
one factor which prevents the transformation of desire into normal 
behavior in early cases. In the psychosis the more definitely sexual 
manifestations continue to refer to desire and its accomplishment. 
Nearly all cases with late onset, on the other hand, have been quite 
active sexually. Illicit heterosexual relations from puberty occur 
in over half the cases. Activity seems to have been followed by 
functional failure in certain cases, the ideas expressed in the psy- 
chosis being defensive in nature. Active homosexual behavior 
of masculine secondary sexual hair. Definite masculine pubic hair 
occurred in a few cases, both early and later. A homosexual com- 
ponent of a biologic nature is indicated by the frequent occurrence 


* Read at the seventy-ninth annual meeting of The American Psychiatric 
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occurred in 12.3 per cent of 203 women with dementia przcox and 
in only 2.9 per cent of 235 non-psychotic pregnant controls. It 
occurred in close relation to age on first admission being most 
frequent in the 20 to 29 group. A few hairs around one or both 
mammary areola occurred in 35 per cent of the women with 
dementia przcox and in only 9 per cent of the controls. It showed 
a relation to age similar to that of masculine pubic hair. These 
and other evidences of abnormal or incomplete physical develop- 
ment and function show a rather close relation to behavior and are 
much more frequent in earlier cases. 
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Notes and Comment, 


SoME ASPECTS OF THE MEDICAL SERVICE IN STATE HospI- 
TALS.—The creditable progress made in recent years in the direc- 
tion of transforming institutions for mental cases into hospitals has 
to a large extent been the result of placing more emphasis than 
formerly on clinical study, laboratory examinations, better nursing 
and on the treatment of patients. Another important factor has 
been the general adoption of the plan of holding regular staff con- 
ferences for the consideration of new admissions. Although a sub- 
stantial gain has been made along the lines indicated, it is neverthe- 
less a fact that a great many state institutions have not reached a 
stage in the development where medical interests and curative and 
rehabilitation activities occupy the paramount position which might 
be expected in a special psychiatric hospital. While it is apparent 
that administrative and custodial problems must always remain 
as important items in the organization and conduct of mental hos- 
pitals, it is equally apparent that a disproportionate emphasis placed 
on these problems tends to cramp the development of medical work 
and limit the psychiatric interests of the physicians. It is unfor- 
tunately true that a custodial atmosphere and a custodial attitude 
on the part of the physicians still obtains in many of our state 
institutions. 

The truth is that state institutions generally have never been 
adequately equipped nor sufficiently manned to function as real 
hospitals. Instead, many of them still continue, for either external 
or internal reasons, to operate on a basis which permits them to 
afford little more than custodial care and treatment to a large mass 
of the patients which flows into them. 

In many places where some progress has been made it would 
seem that success in hospitalizing institutions has not gone much 
beyond reception departments where one often finds a noticeably 
different atmosphere prevailing from that found in other parts of 
the same institution. But even reception services are too often 
taxed beyond capacity and are lacking in equipment and in medical 


570 NOTES AND COMMENT [ Jan. 


personnel sufficient to meet the requirement of careful study and 
treatment of the individual patient—a requirement which is, to be 
sure, often time consuming. Modern psychiatry, however, points 
out most emphatically that the study of the individual case must be 
the cornerstone for the development of a rational approach to the 
handling and treatment of mental disorders. 

It is especially on wards not connected with reception services 
that one most often finds unsatisfactory conditions. Here the 
meagreness of medical equipment and lack of facilities for the 
care and treatment of disturbed and physically sick patients are 
all too evident. Hospitals or infirmary wards without diet kitchens, 
without dressing or examining rooms, without medical and surgical 
supplies or equipment needed in routine clinical work and diagnosis, 
are all too frequently encountered, and the lack of such elementary 
provisions must necessarily perpetuate a custodial atmosphere and 
exercise a deadening influence on the medical interests and initia- 
tive of the physician. 

The question may be asked as to whether it is possible or worth 
while to try and create a different atmosphere on the wards for 
so-called “chronic” able-bodied patients, and as to just what 
results could be expected from a more intensive program of treat- 
ment and rehabilitation in these groups? It has already been amply 
demonstrated that patients of this class are readily responsive to 
treatment and personal attention and that their behavior and mental 
reactions may be modified and improved by appropriate efforts at 
reconstruction and re-education. 

A good example of what may be accomplished by a well-directed 
effort to return patients to the community is reflected in the large 
increase of patients on parole from the New York state hospitals. 
The centering of interest on the parole possibilities of the individual 
patient, the utilization of out-patient clinics and social service 
workers have increased the number of patients living outside of the 
New York hospitals on parole to nearly 3500, which represents 
an increase of well over 100 per cent within a relatively short period. 
Of interest in this connection is a recent report to the New York 
State Hospital Commission of a committee on medical service in 
which it was emphasized that one of the most important medical 
problems of the hospitals today has to do with the development 
of a different attitude on the part of the physicians toward the 


-~ 


1924] NOTES AND COMMENT 571 


so-called custodial or chronic groups of patients and the creation 
of a deeper interest in the possibilities of treatment and rehabilita- 
tion of these classes. The suggestion was made that the term 
“chronic,” as applied to either a service or to a group of patients, 
be dropped altogether. It was suggested that it would be better to 
use the phrase “ continued treatment group,” as this would reflect 
to some extent the growing interest in the possibilities of doing 
something toward the reconstruction and training of these classes 
of patients. A medical organization which could carry out an inten- 
sive and systematic plan of treatment from the time patients entered 
the institution would be the most effective measure for combating 
the tendency which certain types of cases have to deteriorate or to 
settle down as permanent hospital residents. 

It is obvious from the knowledge that we already have that the 
future mental hospital must be more adequately equipped and 
manned, must be prepared to give to its patients the time and atten- 
tion necessary to study them and treat them as individuals, as sick 
persons, each one of whom offers a special problem in treatment 
and reconstruction. The state or community that realizes the 
advantage of providing adequate treatment will reap a correspond- 
ing reward because its institutions will no longer hold such large 
aggregations of deteriorated patients and because the number of 
patients returned to the community, it may be confidently pre- 
dicted, will be greatly increased and the financial burden involved 
in the maintenance and operation of the hospitals will be propor- 
tionately reduced. 

G. H. K. 


Association and Hospital Wotes and Mews. 


RETIREMENT OF Dr. SAMUEL E. SmitH.—Dr. Samuel E. Smith, 
medical superintendent of the Eastern Indiana State Hospital, 
Easthaven, Richmond, Indiana, and president of the Association in 
1915, has resigned the position which he has so creditably occupied 
for more than 32 years, and on the twelfth of December last 
terminated his connection with the institution. 

Dr. Smith has been made superintendent emeritus. He has very 
wisely, while laying down the responsibilities of hospital direction, 
determined not to cease work. 

He has accepted the position of provost of the Indiana University 
with the rank of vice-president, with an office in Indianapolis at 
1008 Merchants Bank Building. Dr. Smith is to direct the activities 
of the university in Indianapolis. These include the Long Hospital, 
a general hospital, the Riley Memorial Hospital for Children, the 
University School of Medicine, a new School of Dentistry, and a 
state psychiatric institute is hoped for in the near future. 

It will be seen that in his retirement Dr. Smith has changed the 
character, but not the extent of his activities. 


Bonp IssuE IN NEw York FoR STATE INsTITUTIONS.—During 
the 1923 session of the New York Legislature a statute was enacted 
providing for a bond issue of $50,000,000 for the institutions of 
the state of New York, should the proposition be favorably con- 
sidered by the electorate of the state at the polls. The fact that the 
proposition was adopted by a greater majority than was ever 
before received by a proposition voted on by the entire state was 
due in no small measure to an intensive, energetic publicity com- 
paign conducted during the two months preceding election by the 
State Hospital Commission and the staffs of the several state hos- 
pitals in conjunction with the State Charities Department, the Com- 
mission for Mental Defectives, the State Charities Aid Associa- 
tion, and the National Committee for Mental Hygiene. 
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The chief aim of the campaign was to acquaint the voters with 
the outstanding facts concerning existing conditions in the state 
institutions, the imperative need of additional accommodations for 
the afflicted and neglected wards of the state, and the necessity of 
the bond issue as the only means of providing adequately for their 
safety, care and treatment. 

Extensive historical and statistical data regarding the state hos- 
pitals and their administration was prepared by Dr. Horatio M. 
Pollock, statistician and editor of the State Hospital Commission, 
for use in a handbook or so-called source book compiled and pub- 
lished by the State Charities Aid Association and distributed widely 
to newspaper editors, officers of various welfare organizations, and 
other leaders of public thought. This material included statistics 
| showing overcrowding, fire hazard, recovery rate of patients, 
especially as related to overcrowding, increase in patient popula- 
tion, cost of maintenance, historical sketches of each of the state 
hospitals, per capita cost of the bond issue, and other pertinent 
information regarding all phases of the bond proposition. 

A small booklet briefly stating the need and object of the bond 
issue was prepared and distributed by the commission, and many 
thousand copies were distributed through the state hospitals, 
officers and special agents of the commission and outside organiza- 
tions which took an active part in the campaign. Several thousand 
similar folders prepared by the State Charities Aid Association 
were distributed in the same manner. Over 40,000 pieces of litera- 
ture were distributed by the Kings Park State Hospital alone. All 
letters sent out by the commission and the several hospitals bore a 
stamped request to vote for the bond issue. A similar appeal was 
made with 35,000 gummed slips attached to correspondence of large 
business houses who volunteered to use them. Posters were promi- 
nently displayed in many cities, villages and communities through- 
out the state, while in New York City cards appealing for support 
of the bond issue were posted in the subway trains and surface cars. 

The commission detailed Mrs. Eleanor C. Slagle, State Director 
of Occupational Therapy, and Dr. John R. Ross, Medical Inspector, 
to work with a committee appointed by the State Charities Aid 
Association, of which committee prominent citizens representing all 
shades of political faith were members, thus emphasizing the non- 
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partisan aspect of the proposition. This committee was termed 
“ Citizens Committee for Protection of the State’s Unfortunates,” 
and it acted as a clearing house for all the other organizations, both 
official and private, which participated in the campaign. 

The members of the State Hospital Commission, Mrs. Slagle, 
Dr. Ross, members of the hospital staffs, and other volunteer 
speakers addressed hundreds of meetings of various organizations, 
many of which adopted resolutions pledging their support of the 
bond issue and urging its adoption. Over 160 state and local organi- 
zations reported that they had officially endorsed the proposition, 
including every medical organization before which it was presented. 

Large results were undoubtedly accomplished by letters sent out 
by the several state hospitals to the relatives and other correspon- 
dents of their respective patients, urging support and cooperation 
in promoting the bond issue as the only means of providing better 
accommodations for present and future patients, thus capitalizing 
the personal interest of such relatives and correspondents. 

Not the least effective factors in the campaign were two news 
services, one conducted by the Citizens Committee for Protection 
of the State’s Unfortunates, and which sought state-wide publicity 
for the bond issue, and the other conducted in the office of the 
State Hospital Commission under the direction of Dr. Pollock and 
assisted by Mr. John L. Warner, special agent, who had previous 
experience in publicity work. The news service of the commission 
was primarily concerned with local stories relating to the bond 
issue, which were calculated to arouse the interest of citizens in 
special hospital districts. News stories of timely interest were 
sent to over 600 daily newspapers and other periodicals throughout 
the state and were given generous space in their columns. The 
two official news services not only furnished reliable facts which 
the voters desired to know in order to vote intelligently on the 
bond issue, but also prompted editorial support which wholly 
exceeded expectations. Approximately 100 newspapers without 
regard to partisan politics, editorially endorsed the proposition and 
urged their readers to vote for its adoption. It is doubtful if any 
question ever submitted for a vote of the people received more 
extended editorial approval. 

There were 1,604,810 persons who voted on election day on 
the proposed bond issue, of which number 1,105,999 voted affirma- 
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tively, the favorable majority thus amounting to 607,188. All cities 
voted in favor of the proposition, and most of them by a large 
majority. Distinctly rural counties either voted adversely or 
favorably by a close vote. In counties containing one or more cities 
the favorable majority in the cities more than overcame as a rule 
the adverse vote in rural sections. New York City gave a favorable 
vote of better than 5 to 1. The result would appear to indicate that 
the relatively large negative vote in rural districts illustrated the 
difficulties of securing an adequate presentation of the facts on 
any public question to the rural population. In New York City, 
for instance, the voter read about the bond issue in the subway, on 
the surface cars, in the elevated railways and in the busses. He 
heard about it at church, at lodge meetings, and at almost any other 
group he attended. On election morning a poster reminded him 
of it on his way to the polls. On the other hand the rural voter 
probably saw but one or two references to the matter in a weekly 
newspaper. Having no occasion to use public conveyances and not 
attending many public meetings, it is probable that he did not have 
the matter as definitely impressed upon this mind as the city 
resident. 

In allotting the proceeds of the bond issue an effort has been 
made to consider the relative needs of the respective groups of 
institutions, as well as of single institutions. On such basis it is 
probable the money will be allotted on the following basis : 

Schools for mental defectives. 11,000,000 
Miscellaneous institutions, including epileptic colony, 


Home for Crippled Children, School for Deaf and 
Dumb, Tuberculosis Hospital, etc.............. 2,000,000 


The money from the bond issue will only be rendered available 
after appropriations have been made by the legislature. Such 
appropriations can be made only for the single purpose of con- 
structing new buildings, all alterations, repairs, etc., being cared 
for by regular budget appropriations as in the past. 


ACTIVITIES OF THE MENTAL HycIeENE Division oF THE PuBLIC 
CHARITIES ASSOCIATION OF PENNSYLVANIA.—The reorganized 
Mental Hygiene Division of the Public Charities Association of 
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Pennsylvania has just announced the following plan of activity for 
the next five years: 

1. Informing the public through addresses, radio talks, moving 
pictures, exhibits, literature, magazines and newspaper articles 
about the nature, extent, causes, treatment and means for preven- 
tion of mental diseases, disorders and defects. The division will 
provide competent volunteer speakers to address interested groups 
of all kinds in any part of the state, each man to choose his own 
phase of the subject. Among the newer ways for popular educa- 
tion on this important subject, the division will prepare for dis- 
tribution to mothers, post-card size mental hygiene charts, to be 
distributed and explained by social agencies, whose workers come 
in immediate contact with mothers, such as visitors for the 
Mothers’ Assistance Fund throughout the state. 

2. Promoting remedial legislation and bringing to the attention 
of the public and proper officials, the essential facts about the 
prevalence of mental diseases, disorders and defects, and the 
financial and other needs of the state institutions for the mentally 
diseased, the epileptic and the feeble-minded. 

3. Acting as a bureau of information about the examination and 
treatment of the mentally ill and deficient and about how to use the 
state institutions already provided for these patients. 

4. Promoting the establishment and effective operation of free 
clinics for mental diseases, disorders and defects, especially in con- 
nection with state and other hospitals, courts and prisons. 

5. Establishing branches of the division in the larger cities 
throughout the state, in order that in those localities the educational 
campaign may be more intensely and more effectively carried out. 

6. Organizing courses of instruction in the recognition of the 
elementary problems of mental health for groups of teachers, 
nurses, social workers, visiting teachers, college students and med- 
ical students. 

7. Conducting studies in various communities to determine the 
extent of such mental health problems within their borders as 
mental diseases, delinquency, feeblemindedness, etc., so as to aid in 
securing proper treatment facilities for attacking these conditions. 

8. Maintaining for general use a collection of the literature on 
the subject, together with information in regard to the progress 
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made in other states and communities in the care and treatment 
and prevention of mental cases. 

The following are at present on the Executive Committee of the 
Division: From Philadelphia—Dr. George Wilson, Chairman, 
Dr. Edw. A. Strecker, Dr. E. D. Bond, Dr. A. C. Buckley, Dr. 
M. A. Burns, Dr. H. C. Carpenter, Dr. William Drayton, Jr., 
Dr. F. G. Ebaugh, Dr. F. H. Leavitt, Dr. Samuel Leopold, Dr. 
S. DeW. Ludlum, Dr. A. J. Ostheimer, Dr. C. A. Patten, Dr. J. H. 
W. Rhein, Dr. N. W. Winkleman, Dr. E. A. Leonard and Dr. D. J. 
McCarthy. From Pittsburgh—Dr. George J. Wright, Vice-Chair- 
man, Dr. C. H. Henninger, Dr. W. H. Mayer, Dr. George Smeltz, 
Dr. C. C. Wholey, Dr. Max Weinberg. From Warren—Dr. H. W. 
Mitchell. From Mercer—Dr. W. W. Richardson. From Chester— 
Dr. Adam J. Simpson. This committee will be enlarged by adding 
representatives from all over the state later on. 

Dr. D. J. McCarthy, Chairman of the Division Council, is organ- 
izing a state-wide representation which will include laymen with 
particular interest in mental hygiene as well as additional repre- 
sentatives from the medical profession. 

The Medical Director of the Division, who assumes duty Jan- 
uary I, 1924, at 419 S. 15th St., Philadelphia, is Dr. Alfred J. 
Ostheimer, M. D., L.R.C. P. (London) M.R.C.S.. (England). 
He was formerly associated with Dr. D. J. McCarthy in the practice 
of neuro-psychiatry, served as a lieutenant-colonel in the medical 
corps of the army during the war, and since, has been in charge 
of the ex-service men suffering from mental and nervous diseases 
in the Third District of the United States Veterans Bureau. 


OFFICERS ELECTED AT THE ANNUAL MEETING OF THE NATIONAL 
CoMMITTEE FOR MENTAL HycGIENE.—Dr. Frankwood E. Williams 
was re-elected medical director of the National Committee for 
Mental Hygiene at the annual meeting of the board of directors, 
held in New York City, on December 28. The following were 
elected members of the Executive Committee: Dr. William L. 
Russell, medical director, Bloomingdale Hospital, White Plains, 
New York; Dr. Walter E. Fernald, superintendent, Massachusetts 
School for the Feebleminded, Waverly; Dr. Stephen P. Duggan, 
director, Institute of International Education, New York City; 
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Dr. William A. White, superintendent, St. Elizabeth’s Hospital, 
Washington, D. C.; Dr. Charles P. Emerson, dean of the medical 
school, University of Indiana, Indianapolis ; Dr. C. Floyd Haviland, 
chairman, State Hospital Commission, Albany, New York; Dr. 
Arthur H. Ruggles, superintendent, Butler Hospital, Providence, 
Rhode Island, and Mr. Matthew C. Fleming, attorney, New York 
City. Dr. William H. Welch, of Baltimore, President of the 
National Committee for Mental Hygiene, presided. 


An Enciisnh MepicaL Wuo.—The editor of The 
Medical Who’s Who, published by the Grafton Publishing Co., Chi- 
chester House, Chancery Lane, London, W. C., England, has re- 
quested that all those to whom forms for registration in this book, 
the seventh edition of which is about ready for press, have been sent 
return the same at once. 

This appeal, of course, is of interest only to English practitioners, 
whose names appear on the Medical Register, or who have been 
reported by the General Medical Council, as registered. If this 
notice falls under the eye of any physician entitled to have his 
name included among those published in The Medical Who’s 
Who, it is to be hoped that if he has not returned the blank form 
sent him he will do so at once. 

Perhaps the time may come in this country when an official 
register will be kept of those legitimately entitled to practice medi- 
cine or surgery. 

The recent revelations in Connecticut and elsewhere of whole- 
sale frauds in selling diplomas and securing state registration indi- 
cates its need. 


Wook Reviews. 


The Psychic Health of Jesus. By Water H. Bunpy, Pu. D., Associate Pro- 
fessor of English Bible De Pauw University, De Pauw, Ind. (New 
York: The Macmillan Company, 1922. 


Perhaps no book of recent years illustrates the bankruptcy which is 
facing the rationalistic movement in higher criticism than Bundy’s “ Psychic 
Health of Jesus.” No one questions that both the higher and lower critical 
movements have performed a great service for the Christian religion in 
clearing away much of the impediment of literalism which was a drag upon 
a correct interpretation of the Scriptures. This movement has also thrown 
into clear perspective the uneven value of much contained in the Bible. 

But when the higher critical movement undertook to rediscover Jesus, 
it found itself confronted by the familiar problem of the personality of 
Jesus. Was higher criticism to take Him at His word, or was it to form 
its estimate by other tests? If it took Jesus at His word it was face to face 
with a man who had made the most stupendous claims for Himself, and it 
must accept His estimate of Himself. If higher criticism accepted Jesus’ 
statements concerning Himself as true, there would be, of course, no prob- 
lem. But the higher critics did not see fit to accept Jesus at His word, so 
that they judged these stupendous claims as the statements of either an 
impostor or a paranoiac. As someone has said, “ They went out into the 
wilderness to discover a Christ and they came back with a madman.” 
Having gone thus far, it was necessary for the critics to find some reason- 
able grounds for their judgment as to the psychic ill-health of Jesus. 
Some found the explanation in the racial mixture of his parentage, others 
traced it to syphilitic insanity, and others to emotional instability. The 
result has been a debacle of the worst sort. 

Dr. Bundy’s book deals with the higher critical quest of the historica’ 
Jesus, and gives a clear statement of the trend of the New Testament 
Biblical Scholarship up to this most recent pathographic group of studies, 
which has resulted in the present findings. Dr. Bundy then goes on to a 
defense of the psychic health of Jesus. The investigation upon which he 
bases his conclusions as to the sanity of Jesus, treats of His conduct, His 
character, His consciousness, His somatic and psychic symptoms. 

The book is a valuable compendium of the conclusions reached by those 
who believe that Jesus was either an ecstatic, an epileptic, a paranoiac or 
“a case of nerves.’ Those who have not been long familiar with the 
recent higher critical trend in Germany will be distinctly shocked at the 
ruthlessness with which many of the writers quoted treat the personality of 
Jesus. A calm study of the documents quoted, however, leaves one feeling 
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the hopelessness of the quest of the historical Jesus along the lines which 
these writers have taken. It may be we shall have to recast our conception 
of Jesus, but we shall get little help from such writers as those which 
Dr. Bundy quotes. 

The book is written in clear style, gives every indication of painstaking 
work on the part of the author, and covers a large field of reading. Medical 
students should find the book of great interest, as they may easily test the 
arguments of those who believe that Jesus was mentally unbalanced by 
paralleling the symptoms given by these writers with current cases of 
paranoia. The difficulty, however, in any such study is that students of the 
psychic health of Jesus are obliged to reconstruct His case from inadequate 
data nearly two thousand years after His death. 

Dr. Bundy has performed a distinct service in collating the materials, 
and although the book can never find a large field among lay minds, it 
will be valuable as a book of reference. 

Howarp T. D. D. 


Nursing and Nursing Education in the United States. (Report of the Com- 
mittee for the Study of Nursing and of a Survey by the Secretary of the 
Committee.) (New York: The Macmillan Company, 1923.) 


This volume presents the results of a study of nursing and nursing edu- 
cation made by a committee appointed by the Rockefeller Foundation in 
IQI0O. 

The special interest in the report, for those who are concerned with the 
treatment and prevention of nervous and mental disorders, lies in the appre- 
ciation shown of the importance of the subject, in the recommendation that 
all nurses should receive some instruction and training in the nursing of 
these disorders, and last, but not least, in the rather startling proposal that 
the independent schools of nursing connected with the hospitals for nervous 
and mental diseases, in the development of which so many hard years have 
been spent, should be discontinued and replaced with an affiliation system 
for a two months course for the students of general hospital schools. 

To be able to estimate properly the extent to which the views and recom- 
mendations presented in the report can be safely followed in the further 
development of nursing and nursing education, it is necessary to be aware 
of the character and purpose of the study of which it is the result. The 
committee was appointed “to conduct a study of the proper training of public 
health nurses,” and the members were selected with reference to their 
particular interest and, in most instances, their active participation, in public 
health work. The chairman was a sanitary engineer and professor of public 
health. Three of the other 18 members were physicians who were professors 
in medical schools, one of whom was a psychiatrist who had formerly been 
medical director of the National Committee for Mental Hygiene. Eleven 
were or had been, actively engaged in public health work, or were in purely 
educational work. Four only were engaged in the administration of schools 
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of nursing or of hospitals, two of whom were physicians who were directors 
of university hospitals, one was director of a university school of nursing, 
and one only was director of an unattached general hospital school. The 
hospital and training school representation was added a year after the com- 
mittee was appointed, and when it had become clear to it that “the entire 
problem of nursing and nursing education, relating to the care of the sick 
as well as to the prevention of disease, formed one essential whole, and 
must be so considered if sound conclusions were to be attained,” and it 
was found advisable to broaden the scope of the inquiry so as to include 
“a study of general nursing education,” and “to survey the entire field 
occupied by the nurse and other workers of this type.” The zeal of the com- 
mittee for its task may be gathered from the following statement which 
appears in the discussion of the first topic dealt with in the report, “ The 
Role of the Nurse in Public Health”: “ We have sought during the past 
20 years for a missionary to carry the message of health into each indi- 
vidual home; and in America we have found this messenger of health in the 
public health nurse.” The committee very truly adds that “it was, there- 
fore, to the question of the necessary and desirable equipment of the teacher 
of hygiene in the home that we first directed our attention.” This funda- 
mental purpose exercised a controlling influence in all the activities, views, 
and recommendations of the committee and of its secretary. The report of 
the survey of “the entire field occupied by the nurse and other workers of 
this type,” occupies 145 of the 585 pages of the volume. Of these, 122 pages 
are devoted to public health nursing, 23 to the work of the nurse in private 
practice, and one page is considered sufficient for the work of the nurse in 
institutions. In regard to the latter it is said, “it consists primarily of the 
duties of bedside care,” which “in no way differs from other bedside care 
and therefore needs no separate treatment.” As there is an immense and 
varied field of special nursing in hospitals and other institutions, and in 
private nursing, for much of which additional or separate training is more 
and more clearly perceived to be necessary, and much difficult and delicate 
nursing which is not bedside care at all, it is evident that the report can 
hardly be depended upon for information and safe guidance in regard to 
the nursing needs of all classes of sick persons. Similarly, in the section on 
“ Postgraduate Courses,” 41 of the 61 pages are devoted to courses in public 
health nursing, 10 to courses for teachers and administrators in schools of 
nursing, and 10 to the Teachers College of Columbia University. Else- 
where in the report, reference is made to the desirability of postgraduate 
training in social work, but no mention is anywhere made of the courses 
which are given or needed in other branches of nursing. 

It was, of course, necessary for the committee to limit the scope of its 
work. The “entire field occupied by the nurse and other workers of this 
type,” and of their education, is, also, of very great dimensions. It is 
not surprising, therefore, that careful consideration could not be given, by 
the committee, to many important parts of it. These limitations, while they 
do not seem to have been clearly discerned by the committee, must, however, 
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be kept in mind if the valuable information and suggestions presented are to 
be applied without jeopardizing the present standards and future progress 
of the nursing of large classes of sick persons. Notwithstanding the para- 
mount importance of prevention of disease, the study and treatment of the 
sick is equally important and is an essential part of the means of prevention. 
It is, then, neither wise nor necessary to swing into line for the training 
of public health nurses all the hospital and other resources of nurse teach- 
ing and practice. 

In its presentation of the extent and serious effects of nervous and mental 
disorders, and the need of enlisting, in dealing with the problem, the services 
which can be rendered by nurses in public health work and general nursing, 
the committee has made a real contribution to the advancement of mental 
hygiene. The report does not indicate, however, that the difficult nature 
of the problem, or the study and experience required for adequate dealing 
with it, was fully understood. It also fails to show realization of the impos- 
sibility of making much progress towards prevention, without conserving 
and improving the existing agencies for study and treatment, and for edu- 
cation. The discovery that “with psychiatry definitely entering the field 
of prevention,” nervous and mental diseases have become “ special points 
of attack in the public health campaign,” doubtless accounts, in great 
measure, for the consideration given by the committee to a subject which, 
only a few years ago, would have received no notice whatever. It finds that 
“it is evident that some knowledge of the principles of mental hygiene and 
of the resources that are available for dealing with mental illness and the 
mental factors in general illness must increasingly be part of the public 
health nurses’ equipment.” The value and necessity of some training in the 
nursing of nervous and mental disorders for all nurses, is, however, also 
recognized. “ The mental factors in all diseases, the need of reckoning, for 
physical as well as mental health, with humanity’s instinctive reactions and 
cravings, is receiving a constantly growing recognition and emphasis. All 
the more necessary has become the training of nurses in the mental and 
nervous field,” states the report, and it is added that “ for the nurse whose 
future work is to be characterized by a peculiar intimacy in human con- 
tacts, obviously an initiation into the newer ways of attacking these subtle 
problems of mental health is indispensable.” This clearness of perception 
does not, however, seem to extend to the standards and methods which 
are essential to adequate training and nursing in this field. 

The committee found as a result of its “study of the functions and per- 
formances of the nurse in her various fields of service,” that “there is 
need of a basic undergraduate training for all nurses alike.” A course is 
outlined which, the report states, “ would furnish a complete education for 
a student desiring to practice as a bedside nurse in private duty, or in hos- 
pitals or other institutions.” The course’ proposed covers the “four 
accepted services, medical, surgical, pediatric, and obstetrical,” to which 
is added communicable and nervous and mental diseases. The details of 
the course, and of the views and recommendations concerning nurse training 


1924 | BOOK REVIEWS 583 


and the hospital school of nursing, cannot be discussed within the limits 
of a review which aims to consider only what is important in the field of 
nervous and mental disorders. It may be briefly stated, however, that the 
course is based on the view that the student’s relationship with the hospital 
is solely educational and that a paid service “for the care of the sick in the 
hospitals—will have to be provided.” The student is to be relieved of all 
duties and activities which do not contribute directly to her education. In 
this way, the committee believes, the course of training can be reduced below 
the three years now required. The theoretical instruction is to be given by 
trained teachers, and carefully correlated with the practical training. The 
ward training is to be “planned to give a progressively graded and in- 
tegrated course.” Much emphasis is placed on “ teaching and instruction in 
case records, and case reports by students should be regularly required.” 
The course is designed for the education “of the graduate nurse trained to 
care for acute disease.” “Chronic services,” are regarded as “of little 
benefit to student training,” and “of negligible value to students at all 
times.” The precise meaning to be attached to the words “acute” and 
“chronic” is not, however, made clear. Any illness which is protracted may 
be regarded as chronic, though not necessarily irremediable, and the knowl- 
edge, skill, and personality required to carry a chronic illness to a successful 
issue can hardly be considered inferior, and may, indeed, be superior, to the 
qualifications required in nursing acute illness. It seems strange, too, that 
the committee should subordinate chronic disease to such an extent in their 
plan of nurse training, as it is beginning to be recognized that the public 
health problem which will receive most attention in the future is the pre- 
vention and control of the degenerative conditions of middle and later life. 
It is evident that, while the committee endeavors to outline a basic course 
which would be suitable to the training of all nurses, it was shaped prir- 
cipally with reference to training the nurse for the emergency situations in 
nursing and, as the report states, “above all, in her role of public health 
nurse, responsible for the teaching of health to the families in her charge.” 
The apprenticeship features of the present system find little favor with the 
committee, and they certainly leave lacking much that the committee seeks 
to supply. They furnish, however, experience and training in practiced 
facility and in responsibility, similar to what the physician gains in his 
interneship, and the engineer and the architect, with whose education the 
committee compares that of the nurse, in the lean years spent, immediately 
after graduation, in subordinate capacities. A nurse on the other hand, 
ordinarily goes at once into remunerative occupation on leaving school. One 
cannot but feel some doubts of the product of nurse training which elimi- 
nates along with the defects the obvious advantages of the present system. 
Much is contained in the section on “The Hospital School of Nursing” 
which should be given careful study by the directors of hospitals and 
schools of nursing, but it should be viewed in the light of the knowledge 
which has been gained by experience with practical needs, and the volume is 
not suitable for the students’ library. 
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It may be of some significance and importance to the future of practical 
psychiatry and mental hygiene that, in the schedule of theoretical instruc- 
tion specified for the basic course, as many hours are assigned to nervous 
and mental diseases as to medical, surgical and communicable diseases. For 
practical training, it is recommended that affiliations be made with special 
hospitals for a two months course, or, if this is not possible, that the 
opportunities offered at the school hospital by neurological and delirium 
cases be utilized for clinics and classes of instruction in “the modern 
nursing and treatment of mental disorders.” This is a distinct advance on 
what has, heretofore, been provided in nurse training. The report no 
longer refers to it as an “ initiation,” however, but as “the thorough train- 
ing in the specialty recommended,” and no suggestion is anywhere made for 
additional training. Unfortunately, the survey made for the committee did 
not include the visiting and careful study of a hospital for mental disorders, 
nor of a school connected with one of these hospitals. The views and 
recommendations presented are, therefore, not based on a study of the nurs- 
ing needs of the patients in these hospitals, nor of the training required for 
nurses in the large and growing field of mental nursing. The views 
expressed were formed as the result of information obtained from an exami- 
nation of reports on five schools obtained at the office of the National 
Committee for Mental Hygiene. These reports disclosed to the committee 
“how far these institutions will have to go before they will be equipped to 
offer safe affiliations.” The principal defects found were that, (1) the edu- 
cational requirements for admission were at too low a level, (2) there was 
a joint training for attendants and nurses, without differentiation until 
the third year, (3) understaffing, overcrowding, and totally inadequate 
supervision put a premium on subordination of educational standards to 
the immediate urgencies of the work, even in several of the schools in 
which the curricula compared favorably with those of general hospitals of 
good standing, (4) the time allotted for affiliation for medical, surgical, 
pediatric, and obstetrical training (6 to 12 months) was “hopelessly in- 
adequate,” (5) no definite assignments to specific services were made for 
such medical and surgical training as could be given at the hospital. It is 
unfortunate that the committee, before making its drastic recommendations, 
did not at least study carefully one or more of the most successful schools 
discoverable in the public hospitals for mental diseases. The success of 
even one such school, not only in furnishing graduates for its own service, 
but as one of the principal sources of supply for graduates for private gen- 
eral nursing in the district, might have suggested the possibility and ad- 
vantage of endeavoring to overcome the defects instead of discontinuing the 
schools, for the continuing of which there is a need which cannot be over- 
estimated. 

The plan of nursing education advocated by the committee is only for 
schools connected with general medical and surgical hospitals, with “ wide 
extension of affiliations with special hospitals such as maternity and chil- 
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dren’s hospitals, institutions for mental and nervous cases, for tuberculosis, 
etc., and the restriction of these special hospitals to training in their 
specialty.” The committee believes “ that such hospitals can perform a better 
service by giving special training to affiliates than by attempting to conduct 
independent schools.” It was also found that “comparatively few, again, 
of the special public hospitals for mental diseases have been in the past, 
or are to-day, of a caliber or equipment fit for the training of nurses.” 
Deprived, therefore, of their independent schools, and condemned as places 
for affiliation courses, these hospitals are entirely left out of the general 
scheme of nursing education proposed. As they provide for 90 or 95 per 
cent of the cases under hospital treatment, the significance of this to the 
nursing requirements of this immense group of sick persons, and to nursing 
education as well, is grave. 

The situation would seem to require the careful consideration of all who 
are interested in the treatment and prevention of nervous and mental dis- 
orders. It might very well be made the object of a special study by such 
organizations as the National Committee for Mental Hygiene and the Ameri- 
can Psychiatric Association. The report of this committee states that the 
number of beds in the hospitals for mental disorders exceeds that in all the 
other special hospitals combined. It has also been stated that it equals, if it 
does not exceed, the number of beds in the general hospitals. The patients. 
cared for present a variety of disorders, in which the whole personality is 
involved. In their study and treatment all the resources of general medicine 
and surgery, of some of the specialties, and of the means of personal and 
social re-adjustment must be employed. This immense field, with its grow- 
ing relations with the problems of illness generally, must be regarded as 
somewhat different from that of the more limited specialties. Experience 
shows that it is extremely doubtful if an adequate nursing service can be 
supplied, for the hospitals and for the nursing of nervous and mental cases 
in private practice, in any other way than by means of independent schools, 
which will, by means of affiliations, as well as by a proper utilization of 
their own resources, give complete training. Nothing has contributed more 
to the improvement which has been made in the personal care of the patients 
in these hospitals, than the present schools, which have, by long and hard 
effort, been developed to their present stage without much help from outside 
the hospitals. Since the early unsuccessful attempts to employ general 
hospital graduates to organize the schools, it has been found that their 
training, as Dr. Cowles, who established the first school, has written, in a 
measure unfitted them for understanding and dealing with the mental 
problems of sickness. Experience has proved that only by starting the student 
with mental cases and getting the viewpoint well established, can the best 
results be obtained. No one can at present anticipate to what extent the 
growing perception of the mental aspects of illness and of the contributions 
of psychiatry to the understanding and treatment of sick persons and the pre- 
vention of illness, may result in modification of the education of both 
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physicians and nurses. The “four accepted services” for the training of 
to-day may be revised. They have been “ accepted” not so much because of 
their educational value, as of the practical demands of the period. One can 
conceive that in a few years a student nurse may, if she so elect, be permitted 
to omit such a subject as obstetrics because of an expressed intention of 
declining such cases in practice, and to substitute nervous and mental dis- 
eases on account of the basic educational value, and because the mental prob- 
lems of illness, and cases of nervous and mental disorders, cannot be 
avoided in any kind of nursing practice. That the schools in the special 
hospitals for mental disorders should be placed on a better footing and 
generally improved, is clearly an urgent necessity. The difficulties in secur- 
ing adequate understanding and support for the work are, however, enor- 
mous. They are, in some measure, revealed in the lack of clear understanding 
and of helpful sympathetic support displayed in this report. They are fully 
known only by those who are actually engaged in the work, and their im- 
mediate supporters, who must continue earnestly to endeavor to maintain 
what has been thus far gained, and to remove the obstacles to further 
progress. 

Several other topics of importance than those reviewed are discussed in 
the report, and many details relating to nursing and nursing education which 
should receive careful consideration. Concerning the relationship between 
the school and the hospital, the committee states that “to make clear the 
fundamental fallacy in the relationship of hospital and training school is 
in a sense the center and focus of our study,” and it recommends that the 
management of the school be made independent. More specific and adequate 
support for the educational work of the hospitals is, indeed, greatly to be 
desired. It seems quite unlikely, however, that any competent board of hos- 
pital managers will consider it feasible as long as any part of the nursing 
of the patients is furnished by student nurses, to relieve the hospital superin- 
tendent of the ultimate responsibility for their supervision and control. 

The report of this committee cannot fail to influence greatly the further 
development of nursing education. The revelation made of defects and 
needs cannot be ignored. The value of the views and recommendations 
will, however, be determined by the consideration and trial given them by 
those charged with the practical responsibilities, and nothing will be per- 
mitted which will impair the quality of the service furnished the sick of all 
classes. As the committee says “ To the imperative demands of suffering 
all other considerations must yield.” The report has, however, received the 
enthusiastic approval of the nursing periodicals and organizations of the 
country, and is likely to be looked upon as a reliable and authoritative guide 
in the shaping of legislation and official regulations which now control the 
standards and methods of the schools of nursing and of nursing education. 
For this reason, if no other, it should be carefully studied by those who are 
interested in the great field of nervous and mental disorders, and such steps 
as may be necessary should be taken to insure careful attention to the needs 
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of this field in any measures contemplated, and to prevent the substitution 
of inferior schemes of training and practice for those which experience and 
sound judgment show to be essential. 

WILLIAM L. RUSSELL. 


The Form and Functions of the Central Nervous System. An Introduction 
to the Study of Nervous Diseases. By FrepericK Titney, M. D., Pu. D. 
Professor of Neurology, Columbia University; Attending Neurologist 
to the Presbyterian Hospital and the New York Neurological Institute, 
etc., and Henry Atsop Ritey, A.M., M.D. Associate in Neurology, 
Columbia University; Associate Attending Neurologist, New York 
Neurological Institute, etc. Foreword by Grorce S. HUNTINGTON, 
Sc. D., M.D., Professor of Anatomy, Columbia University. Second 
Edition. (New York: Paul B. Hoeber, 1023.) 


That a second edition of this work has been called for in the space of 
two years indicates not only the value of the book, but an appreciative recep- 
tion on the part of the medical profession. 

The title states that it is an introduction to the study of nervous diseases, 
and we know of no better introduction for medical students and medical 
graduates than is to be found in the pages of this work. 

Until the publication of this book no single work provided “a clinical 
and physiological interpretation of the brain and spinal cord adequate to 
the requirements of practical application.”’ In the work under consideration 
the authors have “ in so far as possible ” adhered to “ the method of illustrat- 
ing anatomical and physiological facts by clinical examples.” As stated in 
the first chapter, this work is designed to fill the gap between morphology 
and the practical requirements of clinical medicine. It aims to visualize the 
living nervous system, to make accessible an appreciation of its vital rela- 
tions to the functions which go to make up life as well as the defects in 
these relations which result in disease. 

Opening with a very full and at the same time not discursive discussion of 
the embryology of the nervous system with a gradual development of 
the study into the physiological activities of its component parts, these 
parts are taken up in order and carefully described with illustrations 
wherever required of a most excellent character. 

The clinical relations of these are also fully illustrated with cases. 

Two chapters are devoted to embryological studies; then follows a 
chapter upon the “unit of structure of the nervous system, the nerve cell 
or neurone” and one upon the integration of the neurones to form the 
nervous system. Then follow chapters upon the spinal cord, removal of the 
brain and investigation of the brain case, the medulla oblongata the pons, 
the cerebellum, the midbrain, the interbrain and the endbrain. 


A very full glossary follows these chapters, some 49 in number, and several 
pages of references for supplemental reading. The whole work comprises, 
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exclusive of the index, 976 pages, and the illustrations are some 763 in 
number of which 56 are colored. 

We know of no work which is so fully calculated to serve its purpose 
nor any which will be of greater value to student or practitioner. 

In view of the statement made by the authors that from 50 to 70 per cent 
of the physician’s work is concerned with diseases of the nervous system, 
it would be of inestimable importance to present and prospective patients if 
this work could be carefully studied by every member of the profession. 

We congratulate the authors upon producing a work which will not only 
reflect credit upon themselves but upon American neurologic science. 

The mechanical work involved in the production of the book has been 
most excellently done. 


jn Memoriam. 


DR. CHARLES G. WAGNER. 


Dr. Charles G. Wagner, for 31 years the medical superintendent 
of the Binghamton State Hospital, died at his residence on the 
hospital grounds, on the morning of November 6, 1923. The cause 
of his death was Bright’s disease, from which he had suffered for 
the past three years. It was not believed, however, that it had 
developed to a critical stage, and he was attending to his official 
duties, and apparently in his usual health to within three days 
of the fatal attack. 

Dr. Wagner was born on a farm in Minden, N. Y., in 1856, 
and had just passed his 67th birthday. His early education was 
received in the local schools, but later he received a state scholar- 
ship in Cornell University, and was graduated from that institu- 
tion in 1880. He immediately entered upon his medical studies 
in the College of Physicians and Surgeons, the medical department 
of Columbia University, where he received his medical degree in 
1882. After passing a competitive examination he served the usual 
term of two years in the medical and surgical divisions of the 
Presbyterian Hospital. After canvassing the field quite thoroughly, 
he accepted a position on the staff of the Utica State Hospital in 
1884, and devoted the rest of his life to institutional work. He was 
especially well equipped for surgical work by temperament and 
experience, and had he chosen that specialty undoubtedly he would 
have become a brilliant surgeon. In fact, any subject which 
awakened his interest was pursued to the end with the greatest zeal. 

He remained on the Utica Staff for seven years, interrupted in 
1889 by a visit to the great hospitals for the insane in Europe. 

He was appointed to the superintendency of the Binghamton 
State Hospital on February 8, 1892, where he remained up to the 
time of his death. When he assumed the superintendency of this 
hospital, methods of care and treatment were far different from 
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what they are to-day, and Dr. Wagner immediately became a leader 
in every movement for the betterment of the care of his patients, 
as well as for the improvement of conditions affecting the officers 
and employees. For many years he was chairman of the Committee 
on Legislation, and only those who worked with him know the 
value of his services in improving hospital management, in putting 
the medical service upon a scientific basis, in the establishment of 
training schools for nurses, and in the passage of the pension laws. 
He gave the best years of his life to the service of the state, and 
always stood ready to sacrifice his strength, his comfort, and his 
health, in furthering the better care and treatment of his patients. 

In addition to his hospital work, Dr. Wagner won a wide and 
enviable reputation as an alienist and authority on all subjects relat- 
ing to the care and treatment of the insane. He also was known 
throughout the country as one of the foremost medico-legal experts, 
and had been connected with many famous cases. His command- 
ing presence, impressive manner and self-control made him a tower 
of strength in any case in which his interest was centered. He 
always went to the witness chair prepared to withstand the severest 
kind of cross examination and, on numerous occasions, after 
battling many hours with the keenest legal minds, he finished his 
testimony in no way discomfited, and with the respect and admira- 
tion even of his adversaries. He was an ideal witness, and his 
services were sought in almost every case of importance in this 
and neighboring states. In fact, he was engaged in a prominent 
case at the time of his fatal illness. 

He always held the keenest interest in Cornell University, and 
took a prominent part in its affairs. He was elected to the Board 
of Governors in 1896, and served until 1907. From 1896 to I9goI 
he was university lecturer on insanity. Upon the death of Henry 
W. Sage, president of the board, Dr. Wagner was acting president 
for a time. 

He was one of the editors of THE AMERICAN JOURNAL oF IN- 
SANITY from 1884 to 1892. He was also the author of several 
papers on insanity and allied subjects. He was not a voluminous 
writer, as he did not care to appear in print unless he had some- 
thing of importance to say. He was a member of the N. Y. State 
Medical Society ; the Broome Co., N. Y., Medical Society, and its 
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president in 1906; and of the Binghamton Academy of Medicine. 

He was secretary of the American Medico-Psychological Asso- 
ciation for six years, and in 1916, at the meeting in New Orleans, 
he was elected president, and presided the following year at the 
Hotel Astor, in New York, at one of the largest and most brilliant 
meetings that the Association ever held. His presidential address on 
“Recent Trends in Psychiatry,” was a masterly effort. He was an 
impressive speaker and possessed the faculty of being able to think 
while on his feet. His discussions were always marked by logical 
reasoning, calm judgment, and polished phrases. 

Dr. Wagner was extremely interested in the $50,000,000 bond 
issue for the betterment of the state hospitals, and had been work- 
ing hard to secure its passage. His latest thoughts were on this 
subject and, as one of his friends has put it: “ It is a sad reflection 
that he should leave this life upon the verge of success for this 
further improvement of the hospital he loved so well.” 

CHARLES W. PILGRIM. 
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